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The  inherent  complexity  of  rehabilitation  is  itself  mirrored 
in  the  complexity  of  assessment  issues.     As  our  early  concepts  of 
rehabilitation  were  concerned  with  a  narrow  pathology-oriented  ' 
view  of  the  individual,   so  too  were  our  concepts  about  assessment. 
However,  unlike  our  conceptual  views,  our  current  views  of 
rehabilitation  focus  attention  more  clearly  on  problems  associated 
with  environmental  functioning  and  adaptation.     We  are  only  now 
beginning  to  seriously  consider  modifying  traditional  assessment 
strategies  to  keep  pace  with  these  modern  developments. 
Unfortunately,   the  strength  of  our  previous  assessment  habits  and 
the  complexity  of  our  recent  history  have  slowed  the  process  of 
change. 

Our  current  views  of  rehabilitation  refer  to  a  process  of 
integrating  persons  with  physical  b,r  mental  impairments  into  com- 
munity life.     In  cases  of  an  acquired  injury  or  disorder,  this 
process  is  one  of  readaptation  to  community  living.     However,  for 
persons  born  with  disabilities  or  those  with  developmental  disa- 
bilities, rehabilitation  is  primarily  a  learning  process  (Bitter, 
1979).     In  either  case,   tha  aims  of  this  integration  effort  are  to 
assist  these  individuals  in  obtaining  those  roles,   rights,  and 
responsibilities  which  define  life  in  the  surrounding  community. 

Rehabilitation  today  is  more  concerned  with  the  interface 
between  the  impaired  individual  and  his  or  her  surrounding 
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environment.     In  fact,   environmental  adaptation  and  functioning 
are  seen  as  the  most  basic  rehabilitation  issues  (Alexander  and  / 
Willems,   1981).     We  expend  a  portion  of  our  professional  energy  ■' 
attempting  to  understand  the  abilities,   interests,  and  potential 
capabilities  of  persons  with  impairment  as  well  as  the  demands 
placed  upon  them  by  their  particular  environments.     The  remainder 
of  our  effort  is  aimed  at  improving  this  relationship  through  en- 
hancing personal  abilities  and  skills  or  through  environmental 
modification.     In  the  end,   the  most  we  can  do  is  to  assist  clients 
"to  mobilize  their  own  resources,   decide  what  they  wish  and  are 
able  to  be,  and  achieve  goals  through  their  own  efforts  and  their 
own  ways"  (Jaques,  1970). 

All  of  what  we  do  in  rehabilitation  depends  upon  our 
abilities  to  make  appropriate,   reliable  and  valid  assessments  of 
those  variables  that  facilitate  the  rehabilitation  process.  These 
assessments  serve  as  the  basis  for  all  professional  service 
activity  including  (1)  determination  of  eligibility  and 
compensation  levels,   (2)  setting  IWRP  goals  and  treatment  strate- 
gies,  (3)  determination  of  service  outputs  (such  as  client  change 
or  exit  criteria),  and  (4)  institutional  administration  and  man- 
power planning  (such  as  determination  of  costs/benefits,  service 
needs,  service  planning  and  program  effectiveness).     When  properly 
aggregated  in  a  well-defined  and  smoothly  running  system,  these 
data  can  serve  the  broader  needs  of  policy  development  and 
comparability  of  research. 
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As  professionals  have  attempted  to  meet  assessment  needs  for 
this  modern  view,   it  has  become  obvious  that  former  assessment 
strategies  are  no  longer  adequate  to  the  task.     The  rehabilitation 
literature  in  all  disability  categories  abounds  with  professional 
criticism  over  many  assessment  methods  and  devices  in  use  today. 
Where  former  assessment  methods  were  primarily  concerned  the 
identification  of  traits,   aptitudes,   and  medical  diagnostic 
criteria  associated  with  the  etiology  of  impairment,   they  give  no 
clues  as  to  actual  environmental  functioning  and  adaptation  of  the 
individual.     In  addition,   these  methods  tend  to  generalize 
inabilities  and  deficits  that  we  have  come  to  learn  are  not  so. 
Consequently,  our  assessment  strategies  too  often  fail  us  today. 

While  we  have  at  our  collective  disposal  a  myriad  of  pro- 
grams,  services,  methods,  and  techniques  for  facilitating  the  re- 
habilitation process,  all  of  which  have  proven  useful  some  of  the 
time,  we  are  not  very  good  at  predicting  when  and  with  which 
clients.     A  case  in  point  (Cook,   1978)   is  the     study  of  the 
validity  of  training  recommendations  resulting  from  vocational 
evaluations  of  clients  entering  a  large  comprehensive  rehabilita- 
tion center.     According  to  the  author,   the  purpose  of  vocational 
evaluation  in  the  setting  was   to  determine  what  adjustment  and 
vocational  services  clients  should  receive.     A  basic  assumption 
made  was  that  the  comprehensive  rehabilitation  team  could 
determine  a  vocational  diagnosis  that  leads  to  successful  training 
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and  treatment  outcomes  by  combining  both  information  and  profes- 
sional expertise  about  medical,   psychosocial,   and  vocational  func- 
tioning.    Among  his  conclusions,   the  author  notes 

While  there  was  a  positive  and  significant  rela- 
tionship between" completion  of  a  center  vocational 
training  program  and  subsequent  employment,  com- 
pletion of  training  was  independent  of  recommenda- 
tions made  in  evaluation  ....       In  this  par- 
ticular setting,   it  probably  would  have  been  just 
as  effective,  and  much  more  efficient,   to  have 
assigned  clients  to  different  service  modalities 
by  drawing  recommendations  out  of  a  hat.     (p.  12) 

Assuming  that  the  technical  aspects  of  the  research  are  im- 
peccable,  there  are  two  possible  responses  to  the  author's  conclu- 
sions.    First,  one  might  ask  whether  gainful  employment  is  an 

V 

appropriate  indication  of  the  success  of  vocational  treatment  and 
training.     It  is  an  assumption  stated  by  the  author,  but  is  it 
legitimate  when  recent  research  shows  that  gainful  employment  of 
disabled  persons  is  a  function  of  many  variables  outside  the 
client's  control  (Noble,   1979)?     Perhaps  the  question  should  be, 
is  success  appropriately  measured  against  an  outcome  of  acquired 
or  improved  skills,  or  is  it  best  measured  against  the  outcome  of 
gainful  employment?     The  second  point  concerns  the  technical 
quality  of  the  assessment  devices  that  were  used.     Goldfried  and 
Kent  (1972)  suggest  that  the  purpose  of  any  assessment  device  is 
to  make  predictions  about  behavior.     If  one  cannot  make  better 
than  chance  predictions,  such  as  drawing  decisions  out  of  a  hat, 
then  this  brings  into  question  the  reliability  and  validity 
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characteristics  of  the  particular  device  and  its  appropriate  use 
for  the  given  situation. 

As  our  concepts  of  rehabilitation  have  evolved,  and 
rehabilitation  professionals  have  become  more  interested  in  client 
adaptation  to  and  functioning  in  the  environment,  traditional 
assessment  methods  have  become  problematic.  A  current  trend  in 
rehabilitation  assessment  is  the  development  of  functional 
assessment  systems  to  replace  traditional  assessment  strategies. 
This  trend  stems  from  a  major  shift  in  rehabilitation  philosophy 
and  practice  which  occured  in  the  early  1940s.     Now,  functional 
assessment  methods  are  aimed  toward  classifying  and  evaluating 
clients'   abilities  to  perform  in  their  environment,   and  away  from 
delineating  diagnostic  labels,   traits,  and  aptitudes  which 
characterized  the  functional  approach.     According  to  Granger 
(1980),   functional  assessment  refers  to  the  measurement  of  dynamic 
characteristics  of  the  individual  including  activities,  skills, 
performances,  environmental  conditions,  and  needs. 

The  U.S.  Department  of  Education  (1982)  has  noted  that  today, 
functional  assessment  is  considered  to  be  highly  central  to 
rehabilitation  concepts  and  efforts.     However,   it  has  received  no 
official  sanction  or  agreed  upon  definition  by  any  professional 
group  interested  in  disability.     This  may  in  part  be  due  to  the 
lack  of  a  strong  theoretical  or  conceptual  base,  as  many 
functional  assessment  devices  were  developed  to  meet  specific 
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institutional  needs  and  thus  have  reflected  the  concerns  of  a 
particular  facility  and  its  clients.     Scales  and  inventories  were 
designed  to  meet  a  variety  of  assessment  concerns,   for  example, 
for  determining  treatment  and  service  goals,   for  client  tracking 
and  evaluation,  and  for  purposes  of  state  and  federal 
accountability. 

While  intra-institutional  programs  were  enhanced  with  the  use 
of  these  tools,   they  have  effectively  served  to  confound  communi- 
cation efforts  across  institutions.     The  diverse  purposes  of  many 
functional  assessment  devices  has  led  to  confusing  terminology, 
poor  communication  among  professionals  (especially  across  disci- 
plines),  inefficient  coordination  of  reviews  at  local  government 
levels  and  incoraparability  of  research  findings  (U.S.  Department 
of  Education,   1982) . 

The  following  paper  is  an  attempt  to  further  explore  func- 
tional assessment  issues.     In  doing  so,  I  have  felt  it  necessary 
to  begin  with  a  definition  of  assessment  and  a  brief  review  of  the 
role  of  assessment  in  human  service  systems,   as  I  suspect  we  have 
had  a  tendency  to  forget  the  critical  elements  of  this 
relationship.       Next,   I  will  provide  a  historical  overview  of 
functional  assessment  in  rehabilitation.     Following  this,   I  will 
present  what  I  view  as  the  current  conceptual  and  technical 
problems  with     assessment  as  it  relates  to  our  current  views  of 
rehabilitation.     Finally,  I  will  end  with  a  few  remarks  about 
potential  solutions  to  the  problems  we  face  in  assessment. 
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The  Role  of  Assessment  in  Human  Service  Systems 
To  assess  means  "to  sit  beside"  or  "to  assist  the  judge." 
Appropriately,   then  assessment  concerns  the  collection  of  data  and 
the  presentation  of  data  in  useful  forms.     Decisions  about  courses 
of  action  are  made  on  the  basis  of  data  gathered  and  the 
interpretations  of  its  meaning.   (Anderson,   et  al.,  1975) 

Assessment  is  a  broader  term  than  either  measurement  or  test- 
ing.    It  usually  refers  to  multiple  methods  of  gathering  pertinent 
data  ( information)  1  on  variables  v/hich  are  relevant  to  the 
particular  decision-making  process.     The  variety  of  techniques 
which  are  employed  in  assessments  may  include  tests, 
questionnaires,  naturalistic  observations,   ratings,  and  interviews 
(Sundberg,  et  al.,   1977;  Goldfried  and  D'Zurilla,  1969). 

There  are  three  kinds  of  assessment  information  required  for 
the  organizing  and  planning  of  human  service  systems.     The  World 
Health  Organization  (1980)  advocates  that  such  systems  base  this 
development  on  data  which  reflect  (1)   the  nature  of  contacts  made 
with  the  system,   (2)  how  the  system  responds  to  these  contacts, 
and  (3)  the  outcome  of  contacts  with  the  system.       These  data 
needs  correspond  to  the  many  information  needs  in  rehab litation 

iThe  terms  data  and  information  are  used  interchangeably 
throughout  this  paper. 
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described  above,  including  those  associated  with  determining 
eligibility,   treatment  goals,  manpower  planning,  outcomes,  and 
cost  effectiveness. 

Information  collected  when  a  client  first  contacts  a  human 
service  system  can  be  compared  with  information  collected  upon 
exit  from  the  system.     By  describing  the  client's  status  at  the 
beginning  and  end  of  service  delivery,   the  system  can  appropri- 
ately determine  the  presence  or  absence  of  change  due  to  partici- 
pation in  the  particular  services  provided.     The  ability  to  detect 
real  and  relevant  change  is  of  course  a  central  issue. 

How  human  service  systems  respond  to  contacts  is  also  impor- 
tant information.     Together  with  entry  and  exit  data, 
administrators  and  researchers  can  then  review  a  number  of  ques- 
tions.    Were  specific  services  effective?     How  effective  were 
they,  given  the  resources  that  were  made  available?     How  often  is 
the  system  required  to  respond  to  a  specific  inquiry?     These  and 
other  questions  are  critical  to  making  decisions  about  the 
functioning  of  various  system  components. 

The  overall  effectiveness  of  human  service  systems  cannot  be 
determined  unless  a  goal  is  clearly  specified.     Instead  outcome 
goals  are  important  and  must  be  set  so  that  real  outcomes  can  be 
compared.  Otherwise,   two  different  services  can  only  be  compared 
with  one  another  based  upon  adequate  entry,   service,  and  exit 
data.     But  the  effectiveness  of  the  system  itself  or  the 


( 


Functional  Assessment 

9 

effectiveness  of  either  of  the  services  is  clearly  dependent  upon 
the  originally  intended  goal  of  the  system.      Without  this  goal, 
the  only  comments     that  are  relevant  are  relative;   they  concern 
the  magnitude  and  direction  of  changes  that  occur  as  a  result  of 
service  delivery. 

Until  more  recently,  the  medical  model  of  illness  fit  well 
with  the  organization  and  planning  system  described  above.  With 
clear  intended  goals  of  prevention  and  cure,   it  has  been 
relatively  easy  to  determine  the  effectiveness  of  many  health  care 
programs  (WHO,   1980).     It  is  instructive  to  apply  the  medical 
model  to  the  organization  and  planning  system. 
1.       Nature  of  Contact  With  the  Health  Care  Facility 

Within  this  model,   contacts  with  the  system  are  based 
upon  the  International  Classification  of  Diseases  (ICD). 
Diseases  can  most  often  be  classified  through  assessment 
prodecures  that  elicit  some  combination  of  clinical, 
subjective,  and  behavioral  evidence  (WHO,  1980). 

An  individual  makes  program  contact  with  the  knowledge 
that  the  program's  goal  is  to  prevent  and  cure  illness  and 
the  subjective  feeling  that  he  or  she  is  in  a  state  of 
illness.     The  contact  initiates  a  series  of  actions  that 
result  in  either  entry  to  or  exit  from  the  system.  The 
health  care  professional  begins  the  process  of  assessment 
with  the  purpose  of  determining  the  nature  of  the  illness. 
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Subjective  data  is  elicited  from  the  potential  patient  about 
his  or  her  perception  of  the  problem  -  "where  does  it  hurt?" 
"how  long  has  it  lasted?"     "any  recently  related  events?", 
etc.     Subjective  data  may  include:     severe  abdominal  discom- 
fort, general  weakness,   and  a  feeling  of  being  feverish. 
Based  upon  the  patient's  description  of  the  problem,  the 
health  care  professional  gathers  various  behavioral  evidence. 
In  this  case,   the  evidence  might  include  excessive  coughing 
and  display  of  discomfort  to  a  touch  of  the  abdomen  on  the 
right  side.     Subsequently,  a  number  of  clinical  tests  are 
ordered,   some  routine,  others  not  so  routine.     These  include 
an  assessment  of  body  temperature  and  a  blood  test  to  deter- 
mine white  blood  cell  count.     Based  upon  all  of  the  evidence, 
the  professional  makes  a  judgement  ("diagnosis")   that  the 
patient  has  appendicitis,  which  is  the  most  appropriate  cate- 
gory in  the  ICD  for  this  particular  constellation  of  data. 
The  system  entry  phase  ends  once  the  nature  of  the  illness 
has  been  classified  and  a  decision  is  made  to  provide 
service . 

How  the  Health  Care  Professional  Responds  to  the  Contact 

The  next  step  is  to  determine  how  the  program  should 
respond  to  the  nature  of  the  contact.     In  the  case  of  acute 
care  facilities,   little  additional  information  is  needed. 
According  to  the  WHO  (1980),   sufficient  information  is 
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documented  to  direct  the  health  care  professional  once  a 
diagnosis  has  been  established.     However,   in  some  cases, 
additional  asses sment  data  are  needed.     Documenting  services 
rendered  is  rather  straightforwardly  laid  out  in  manuals  such 
as  the  International  Classification  of  Procedures  in 
Medicine,   the  Physician's  Desk  Reference,  and  other  such 
publications . 

The  Outcome  of  the  Contact 

Data  concerning  the  outcome  of  treatment  are  also  rather 
straightforward.     Based  upon  the  intended  goals  of  prevention 
and  cure,  one  may  quickly  determine  the  system's 
effectiveness  in  responding  to  the  original  contact.  An 
assessment  is  made  of  the  patient's  status  with  regard  to  the 
original  diagnosis.     A  comparison  is  then  made  with  the 
original  data  and  with  the  goal  (in  the  appendicitis  this 
case  cure)   to  determine  the  effectiveness  of  the  program.  In 
acute  care  programs,   the  presence  or  absence  of  disease  is 
the  primary  data  concern. 

While  there  are  still  many  many  mysteries  to  unravel 
about  illness  and  disease,   the  medical  model  remains  a 
successful  approach  to  problem  solving  when  prevention  and 
cure  are  probable  outcomes.     The  medical  field  has  developed 
a  workable  framework  to  guide  the  professional  toward  the 
overall  system  goals.     Figure  1  illustrates  the  important 


Functional  Assessment 

12 

relationships  between  assessment  and  the  data  needs  of  the 
system.     The  data  needs  of  the  system  are  fairly  easy  to  meet 
because  of  the  relative  and  critical 


Insert  Figure  1  about  here 


correspondence  between  the  various  assessment  methods  and 
procedures,  and  the  classification  systems  that  have  been 
developed.     The  nature  of  a  system  contact  is  basically 
classified  by  disease  category.     Similarly,   the  system 
response  to  the  disease  can  be  classified  using  manuals  such 
as  those  noted  above.     Finally,   the  outcome  of  the  services 
provided  can  be  classified  according  to  the  existence  or 
absence  of  disease  or  death. 

Historical  Overview 
To  better  understand  the  complexity  of  issues  associated  with 
functional  assessment,  I  will  briefly  review  the  historical 
developments  associated  with  this  concept.     I  have  outlined  these 
developments  into  roughly  20-year  periods,  as  these  seemed  to  make 
the  most  sense  philosophically,  conceptually,   and  practically. 
The  development  of  functional  assessment  in  the  United  States 
closely  parallels  the  philosophical  and  legislative  developments 
in  rehabilitation  itself.     This  is  not  so  surprising  since  the 
nature  of  assessment,  as  we  saw  earlier,   and  the  uses  to  which 
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assessment  data  are  put,  relate  to  expressed     professional  needs. 
As  an  inherent  part  of  rehabilitation  practice,   it  is  reasonable 
to  expect  assessment  approaches  to  change  as  our  concepts  of  reha- 
bilitation have  changed. 

At  the  outset,  one  should  note  that  there  are  a  number  of 
terms  appearing  throughout  the  historical  literature  that  loosely 
refer  to  the  concept  of  functional  assessment.     It  is  instructive 
to  mention  these  terms,   if  only  to  give  a  feel  for  the  confusion 
that  surrounds  the  topic  and  the  breadth  of  reading  required  to 
make  sense  out  of  functional  assessment  efforts.     The  terms 
include  the  definition,  measurement  or  evaluation  of  (1)  health, 
(2)  physical  health,   (3)   functional  limitation,   (4)  functional 
life,   (5)   functional  ability,   (6)  disability,   (7)  impairment, 

(8)  handicap,   (9)  health  status,   (10)  vocational  skills,  (11) 
activities  of  daily  living, (12)  rehabilitation  outcomes,  (13) 
functional  status,   (14)   functional  levels,   (15)  chronic  illness  or 
disease,   (16)  sickness  impact,  and  (17)  quality  of  life.  Within 
many  of  these,   there  are  additional  variations,   such  as 
disability,  disabled,  disablement,  and  ability. 
Disability;     A  "Defect"  With  a  Cash  Value,  1920-1943 

It  has  been  reported  that  physical  limitations  due  to  impair- 
ment were  the  measurement  aim  of  researchers  in  the  mid-1800s 
(U.S.  Dept.  of  Education,   1982;  Wood  and  Badley,   1981).  Their 
primary  objective  was  to  determine  and  classify  the  existence  of 
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limitations  in  functioning  in  the  general  population.     Carried  out 
through  health  surveys,   these  measures  were  concerned  with 
activity  restrictions  due  to  physical  impairment. 

However,   the  first  sustained  attempts  to  measure  physical 
functioning  began  as  a  result  of  the  worker's  compensation 
legislation  passed  by  the  U.S.  Congress  in  1908.     The  legislation, 
entitled  the  Federal  Employees  Compensation  Act,  provided  civil 
employees  with  medical  benefits  as  well  as  reimbursement  for  any 
temporary  or  permanent  physical  inability  to  return  to  work.  The 
notion  of  work  compensation  spread  quickly,  and  by  1920  many 
states  had  invoked  similar  laws. 

The  worker's  compensation  law  affecting  civil  service  employ- 
ees in  the  U.S.  was  directly  modelled  after  the  German  system 
begun  under  Bismark  in  1884.     However,  wage  relief  for  accident  or 
death  actually  dates  back  to  fifteenth  and  sixteenth  century 
Europe  where  mutual  funds  were  developed  by  miners,  railroad  work- 
ers, and  navigation  workers.     These  were  followed  by  state-run 
programs  for  workers  employed  in  occupations  considered  indispens- 
ible  to  government  security,   i.e.,   navies  and  armies,  but  were 
later  extended  to  other  "indispensible"  occupations  such  as  those 
involved  in  road  maintenance,   railroad  work,   farming,   and  so  forth 
(Kessler,   1970;  Hildenbrand,   1956,  McBride,  1963). 

The  primary  assessment  issue  was  measurement  of  loss  of  func- 
tion.    However,   there  was  much  disagreement  as  to  how  one  went 
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about  this.     In  1919,  Llewellyn  suggested  that  function  form  the 
basis  of  evaluation  for  compensation.     Disablement,   in  his  view, 
did  not  refer  to  anatomic  loss,  but  to     the  effect  on  function 
caused  by  the  loss.     He  argued  that  from  an  anatomic  loss  point  of 
view,   the  loss  of  two  eyes  results  in  total  disablement  and  the 
loss  of  one  eye  must  equal  50  percent  disablement.     However,  from 
the  functional  view  the  loss  of  one  eye  most  likely 
would  not  require  even  a  change  of  occupation,  and  further  the 
disability  would  be  much  less  than  50  percent.     Llewellyn  •.; 
suggested  that  this  view  (i.e.,   the  measurement  of  function)  is 
the  only  meaningful  approach  in  the  context  of  one's  actual  work 
activity;     of  course  at  this  time  narrowly  referred  to  as 
occupation. 

Llewellyn's  view  resulted  in  two  problems.     The  first  related 
to  how  one  determined  the  characteristics  of  function.      The  sec- 
ond problem  concerned  the  point  at  which  a  given  injury  or  impair- 
ment affected  job  performance.     This  latter  issue  was  a  sticky  one 
for  physicians,  who  until  1958,  essentially  made  all  compensation 
decisions . 

Between  1930  and  1958,   there  were  many  assessment  procedures 
developed  to  measure  what  Llewellyn  called  the  characteristics  of 
function.     According  to  Kessler  (1970),   the  physician  often  based 
assessments  on  medical,  occupational,   economic,  psychological,  and 
social  factors.     Thus  compensation  decisions  during  this  time  were 
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determined  from  both  medical  criteria  (for  which  there  were  no 
standards)  and  nonmedical  criteria. 

Kessler  (1931)  credits  himself  with  developing  the  first  set 
of  standards  by  which  to  measure  functional  abilities.     He  pro- 
posed the  use  of  physical  units,   such  as  degrees  and  pounds,  to 
express  range  in  motion  and  muscle  strength,  respectively.  He 
felt  hard-to-measure  concepts  (e.g.,  coordination)  could  be 
represented  by  deviations  from  test  standards. 

Another  popular  system  was  developed  by  McBride  (1972).  He 
proposed  a  ten-factor  system  divided  into  two  major  components: 
disabling  physical  impairments  and  disabling  functional  deficien- 
cies.    Disabling  physical  impairments  include  the  following: 

1.  The  anatomical  and  physiological  mass  tissue  damage  in 
limited  motion  (weakened  back,   osteophytosis,  fibrosis) 

2.  The  clinical  manifestations  (pain,   tenderness,  fatigue) 

3.  The  restrictions  toward  work  restoration  (lifting, 
stooping,   pulling,  pushing,  etc.) 

4.  The  restrictions  related  to  working  conditions  (cold- 
ness, dampness,   irregular  hours,  etc.) 

5.  The  intangibles  or  reactionary  interference  with  recov- 
ery (limited  opportunities  for  rehabilitation,  unpredic- 
table aggravation,  progressive  degenerative  changes, 
recovery  slowed  by  age). 

The  criteria  for  measuring  disabling  functional  deficiences 

included: 

1.  Quickness  of  action 

2.  Coordination  of  skills 

3.  Strength,  stability 

4.  Security,  self-confidence 

5.  Endurance. 

Each  of  the  above  ten  factors  are  rated  on  a  "barometer  of 

severity"  scale  from  0  to  100  which  includes  the  following  twelve- 


Functional  Assessment 

17 

point  reference:     0  =  negligible,  5  =  mild,   10  =  minor,  20  =  medi- 
ocre, 30  =  moderate,  40  =  substantial,   50  =  severe,  60  =  quite 
severe,   70  =  very  severe,  80  =  extremely  severe,  90  =  profoundly 
severe,   100  =  total. 

A  number  of  other  systems  were  designed  over  the  period  to 
measure  functional  ability  (Kessler,  1970;  McBride,  1972;  Rice, 
1952).     However,  the  system  that  was  in  greatest  use  by  the  end  of 
the  period,  and  still  is  today,  contains  the  guides  to  rating 
physical  impairment  developed  by  the  American  Medical  Association 
in  1958.     The  AMA  makes  clear  the  distinction  between  the 
evaluation  of  impairment  and  the  evaluation  of  disability. 
Recognizing  that  the  evaluation  of  disability  requires  measurement 
of  nonmedical  factors,   the  AMA  concerns  itself  with  the 
measurement  of  impairment.     In  their  view  then,  functional 
assessment  refers  to  measures  of  range  in  motion,  angles  of  fixa- 
tion, muscle  tension  -  in  short,   the  residual  abilities  of  body 
parts  to  respond  following  disease  or  injury. 
Rehabilitation  Rather  than  Compensation  -  1940-1960 

A  number  of  developments  beginning  in  the  late  1930s  spurred 
new  concern  for  our  proficiency  in  describing  and  predicting  the 
behavior  of  people  with  physical  or  mental  impairments.     No  longer 
were  the  measurements  of  range  in  motion  and  muscle  strength  suf- 
ficient for  determining  rehabilitation  services.  Rehabilitation 
professionals  became  more  interested  in  teaching  the  impaired  per- 
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son  to  use  and  adapt  residual  capacities  to  reach  maximum  voca- 
tional and  living  potential,   to  get  the  most  out  of  life. 

Development  of  the  concept  of  assessment  during  this  period 
was  affected  by  three  general  factors.     Probably  the  most  impor- 
tant conceptual  factor  was  an  acceptance  of  the  holistic  philoso- 
phy in  rehabilitation.     According  to  Straus  (1965),   the  holistic 
concept  of  behavior  stresses  a  basic  interdependence  among  more 
traditionally  recognized  aspects  of  human  behavior.     Any  response 
by  the  individual  is  a  coordinated  response  that  takes  into 
account  all  his  or  her  biological,   learned,  and  environmental 
resources.     These  include: 

human  biology;   the  characteristic  ways  of  feeling, 
thinking,  acting,   and  relating  to  others  that  com- 
prise personality;   the  nature  of  physical  en\/iron- 
ment,  including  natural  resources,  topographical 
features,  and  the  man-made  environment;   the  social 
nature  of  man  and  the  impact  of  significant  social 
or  reference  groups,   the  nature  of  cultures,  its 
potentialities  and  the  limitations  it  imposes;  and 
the  significance  of  time  and  man's  orientation  to 
time  as  a  key  factor  in  the  ordering  and  regula- 
tions of  behavior.     (p.  31) 

This  view  is  best  summed  up  by  what  Kessler  calls  "effective 

dynamic  action"  of  man.     He  suggests  that  failure  to  view  the 

individual  as  a  whole  seriously  detracts  from  our  ability  to 

evaluate  disability.     Since  mind  and  body  respond  to  problems  in 

an  integrated  way,  one  cannot  measure  the  functioning  of  separate 

structural  units  (such  as  the  arm)  and  expect  to  understand  the 

individual's  ability  to  function  in  society.     The  "effective 
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dynamic  action"  of  mind,  body  structure,   and  body  function  working 
as  a  single  unit  is  the  level  of  assessment  required  for  an  ade- 
quate understanding  of  man's  residual  abilities. 

This  view  is  clearly  different  from  the  fragmentation  and 
specialization  that  characterized  previous  approaches  to  human 
problems  in  rehabilitation. 

A  second  factor  having  an  effect  on  the  development  of  func- 
tional assessment  was  the  dramatic  increase  in  the  number  of 
people  with  physical  impairment  which  commenced  around  1940. 
Medical  science  and  technology  began  reducing  the  death  rate  and 
prolonging  life  for  a  greater  number  of  persons  who  would  other- 
wise have  died  from  the  effects  of  disease,   accidental  injury,  or 
war  (Sokolow,  et  al.,   1958;  Sussman,  1965;  Moskowitz,  et  al., 
1957).     The  death  rate  dropped  from  11.8  per  1,000  population  at 
the  introduction  of  antimicrobial  drugs  in  1937  to  7.5  per  1,000 
population  in  1960,  a  decrease  of  4.3  persons  per  1,000  population 
or  nearly  36  percent  (Rogers,   1981).     However,   this  fantastic  drop 
in  death  rate  also  parallels  a  dramatic  increase  in  the  incidence 
of  chronic  illness  and  a  resulting  need  for  long-term  care. 

Lehmann  (1982)  presents  data  that  reveal  a  sharp  increase  in 
the  mean  percentage  of  persons  65  years  or  older  in  the  total 
population  between  1937  and  1960,  yielding  an  overall  increase  of 
about  2.4  percent.     In  millions  of  persons,   this  increase 
represented  nearly  7.2  million  additional  persons  over  the  age  of 
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65.     Together  with  the  increasing  numbers  of  physically  impaired 
persons  due  to  advances  in  medical  science  and  technology,  the 
sheer  fact  of  advancing  age  increased  the  population  requiring 
long-term  care.     Traditional  methods  of  medical  diagnosis  and 
classification  of  disease,   and  specification  of  anatomic 
deficiences  proved  to  be  of  little  value  in  setting  up  treatment 
strategies.     Hospital  charts  and  medical  records  did  little  to 
explain  what  a  patient  could  or  could  not  do  in  his  or  her 
surrounding  environment. 

A  third  and  equally  important  factor  that  affected  the  devel- 
opment of  functional  assessment  efforts  were  the  major  change  in 
vocational  rehabilitation-related  legislation  that  occurred  in 
1943  and  that  which  followed  in  1954.     Wessen  (1965)  notes  that 
the  challenges  to  medicine  brought  on  by  the  effects  of  World 
War  II  and  a  renewed  sense  of  social  responsibility  toward  people 
with  physical  and  mental  impairments,  were  the  seeds  by  which 
rehabilitation  made  its  most  dramatic  growth.     The  magnitude  of 
these  legislative  changes  would  not  again  be  rivalled  until  the 
passage  of  Public  Law  95-603,     the  Rehabilitation,  Comprehensive 
Services,  and  Developmental  Disabilities  Amendments  of  1978,  when 
federal  recognition  was  given  to  independent  living  services  as  a 
legitimate,  non-vocational  goal  of  rehabilitation. 

The  inclusion  of  provisions  for  rehabilitation  and  training 
of  disabled  veterans  under  the  Veterans  Administration  and  passage 
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of  the  Barden-LaFollette  Act  in  1943  reinforced  and  enhanced 
opportunities  for  change.     The  importance  of  a  philosophy  of  com- 
prehensive rehabilitation  led  to  the  notion  of  multi-disciplinary 
teams  as  an  accepted  means  of  providing  services.     It  was  during 
this  period  that  the  physician  began  to  yield  complete  dominance 
over  the  team  care  process.     The  Barden-LaFollette  Act  also  broad- 
ened the  organizational  framework  for  rehabilitation  by  including 
physical  restoration  services  to  individuals  with  psychiatric  dis- 
orders . 

The  extent  of  services  and  programs  in  rehabilitation  was 
also  enhanced  with  passage  of  three  public  laws;   two  in  1954  and 
one  in  1956.     In  1954,   the  Vocational  Rehabilitation  Act  Amendment 
(PL  83-565)  was  passed  as  was  the  Medical  Facilities  Survey  and 
Construction  Act  (PL  83-482).     Together  these  two  mandates  pro- 
vided for  300%  increase  in  the  capacity  of  client  services,  plan- 
ning and  construction  grants  for  rehabilitation  facilities,  and 
training  grants  for  developing  professional  capacity  in  counsel- 
ing, medicine,  nursing,  physical  therapy,  occupational  therapy, 
psychology,  and  social  work  (Wessen,   1965).     The  Social  Security 
Amendments  of  1956  (PL  84-880)  was  also  important  legislation  as 
it  provided  a  major  thrust  for  much  of  the  rehabilitation  effort 
by  making  available  case  finding  funds  since  medical  certification 
of  disability  was  a  requirement  of  social  security. 

These  three  factors  contributed  to  the  surge  of  functional 
assessment  activity  that  occurred  between  1940  and  1960,  each 
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affecting  in  a  particular  way  developmental  activities.  Changes 
in  the  philosophy  of  rehabilitation  from  the  narrow  view  of  im- 
pairment to  the  holistic  view,  a  dramatically  increasing  disabled 
population,   together  with  the  recognized  need  for  comprehensive 
services  and  the  team  approach,  demanded  new  ways  of  determining 
how  best  to  serve  clients. 

The  new  goal  was  rehabilitation  rather  than  compensation. 
The  new  plan  was  to  increase  the  physical,   social,  psychological, 
and  vocational  capacities  of  the  individual  with  the  hope  of  im- 
proving his  or  her    quality    of  life. 

In  the  case  of  physical  impairment,   there  was  a  proliferation 
of  scale  development  during  the  period.     The  amount  of  activity 
clearly  surpassed  that  in  other  areas,   (e.g.,  mental  illness,  men- 
tal retardation,  or  vocational  evaluation).     This  is  not  surpris- 
ing, given  the  events  described  above.     Clearly,  physical  impair- 
ment was  a  high  priority  at  the  time,  with  the  rapidly  advancing 
population  of  chronically  ill  and  aged  as  well  as  the  increase  in 
physically  impaired  due  to  war  and  industrial  accidents. 

Functional  assessment  took  the  form  of  daily  activity  meas- 
urement.    Coined  by  Deaver  in  the  early  1940s,   the  term  activities 
of  daily  living  (ADL)  referred  to  a  wide  range  of  behavior  pat- 
terns considered  necessary  for  meeting  the  demands  of  daily  life 
(U.S.  Department  of  Education,   1982).     Most  often  these  behavior 
patterns  referred  to  an  individual's  performance  in  eating, 
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drinking,  toileting,  dressing,  bathing,  controlling  bowel  and 
bladder  functions,  and  walking  or  wheelchair  activity. 

During  this  period,   the  team  concept  changed  rapidly.  Along 
with  the  increase  in  new  professions,  brought  about  by  legisla- 
tion,  the  older  rehabilitation  professions  became  stronger. 
Partly  due  to  technological  advances,  hospitals  and  clinics 
replaced  the  home  as  the  primary  care  facility.     Katz,   et.  al. 
(1975)  note  that  out  of  these  changes  new  patterns  of  team  care 
evolved. 

These  patterns  were  as  numerous  as  the  possible  variations  in 
size,  membership,  methods  of  operation  and  function. 

As  one  might  expect,  chaos  quickly  erupted  as  the  medical  and 
nonmedical  professions  attempted  to  grapple  with  the  issues  of 
assessment  standards.  The  primary  problem  was  how  to  figure  out 
what  constitutes  demands  of  daily  life.     Without  an  accepted  tax- 
onomy of  "life  demands,"  the  variations  in  activity  patterns  rep- 
resented in  new  ADL  scales  was  tremendous.     Three  reviews  of  ADL 
scales  quickly  support  this  point.     Bruett  and  Overs  (1968)  re- 
viewed 12  ADL  scales  that  were  developed  between  1951  and  1966. 
They  present  data  which  indicate  no  single  activity  pattern 
appearing  across  all  12  scales.     In  a  similar  study,  Donaldson, 
Wagner  and  Gresham  (1973)  reported  that  only  one  activity  pattern 
(dressing)  appeared  across  the  25  scales  they  reviewed.  Finally, 
in  a  study  of  11  scales  developed  over  the  past  three  decades. 
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Hedrick,  Katz  and  Stroud  (1981)   still  found  only  three  activity 
patterns  (eating,  dressing,  bathing)  represented  in  all  11  scales 
they  reviewed. 

In  rare  cases  where  scales  covered     the  same  activity,  or 
even  when  they  did  not,   there  were  differences  in  the  amount  of 
detail  covered.     For  example,  one  scale  covered  minute  details  of 
dressing,  down  to  each  piece  of  clothing.     Another  simply  asked 
the  question,  can  the  patient  dress  himself?     This  problem 
reflects  the  different  professional  viewpoints  that  were  now 
bearing  on  the  task.     According  to  Bruett  and  Overs  (1968),  the 
greatest  detail  is  required  by  professionals  in  physical  restora- 
tion departments  of  clinics  and  hospitals,  where  small  units  of 
behavior  are  used  for  prescribing  patient  treatment.     In  the  case 
of  social  workers,  rehabilitation  counselors,  or  home  service 
occupational  workers,  ADL  scales  require  less  detail,  as  these  are 
primarily  used  for  making  long-term  care  decisions  and  not  for 
purposes  of  training. 

In  a  1952  review  of  ADL  scales  Hoberman  and  his  colleagues 
noted  that: 

Daily  activity  measurement  in  physical  therapy  and 
rehabilitation  is  rapidly  progressing  from  a  lusty 
infancy  toward  adolescence  ....       However,  daily 
activity  measurement  will  have  passed  adolescence 
only  when  functional  tests  are  properly  graded, 
scored,  validated,  and  normed,  and  their  all-round 
practicability  and  utility  demonstrated.  (Hober- 
man, et  al.,  1952) 
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Thirty-one  years  later  it  is  safe  to  say  that,  with  the 
exception  of  only  a  very  few  ADL  scales,  development  in  this  area 
remains  preadolescent .     Recent  reviews  of  ADL  scale  development 
continue  to  raise  the  same  issues  addressed  by  Hoberman  and  col- 
leagues in  1952  (Kelman  and  Willner,   1962;  Jette,   1980;  Keith, 
1981;  Klein  and  Bell,  1982). 

Along  with  the  new  horizons  set  in  the  areas  of  physical  im- 
pairment,  so  too  were  new  horizons  set  in  the  area  of  mental  re- 
tardation.    Measures  of  mental  (intellectual)  functioning  were 
found  to  be  of  minimal  value  in  planning  education  strategies  and 
programs  for  mentally  retarded  citizens.     The  measurement  of  IQ 
was  of  no  use  in  describing  how  and  in  what  ways  clients  used 
their  mental  capacities.   (Reynolds  and  Birch,   1977;  Sundberg,  et 
al.,   1978;  MacMillan,   1982)     It  wasn't  until  1947  that  the 
Vineland  Social  Maturity  Scale  became  available  to  professional 
educators  and  psychologists  (this  scale  was  actually  developed  in 
1936).     For  the  first  time,   there  existed  systematic  means  for 
assessing  social  competence.     The  scale,  which  is  still  in  popular 
use  today,  was  based  upon  an  analysis  of  social  competence 
comparable  to  the  work  conducted  on  intelligence  by  Binet  (Doll, 
1962).     The  Vineland  scale  measures  the  degree  to  which  the 
individual  has  mastered     certain  skills  expected  of  his  or  her  age 
groups  within  family  and  community  settings. 

A  second  development  was  the  inclusion  of  adaptive  behavior 
in  the  definition  of  mental  retardation.     Unlike  any  other 
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impairment  category,   the  definition  of  mental  retardation  at  that 

time  required     an  evaluation  of  environmental  functioning,  or  so 

to  3peak.     As  one  aspect  of  the  current  definition  of  mental 

retardation,  adaptive  behavior  refers  to: 

.   .   .   the  effectiveness  or  degree  with  which  the 
individual  meets  the  standards  of  personal  indepen- 
dence and  social  responsibility  expected  of  his  age 
and  cultural  group.     Since  these  expectations  vary 
for  different  age  groups,  deficits  in  adaptive  be- 
havior will  vary  at  different  ages.     These  may  be 
reflected  in  the  following  areas: 

During  infancy  and  early  childhood  in: 

1.  sensory-motor  skills  development  and 

2.  communication  skills  (including  speech  and 
language) 

3.  self  help  skills  and 

4.  socialization 

During  childhood  and  early  adolescence  in: 

5.  application  of  basic  academic  skills  in  daily 
living  activities  and 

6.  application  of  appropriate  reasoning  and  judge- 
ment in  mastery  of  the  environment  and 

7.  social  skills 

During  late  adolescence  and  adult  life  in: 

8.  vocational  and  social  responsibilities  and  per- 
formances.    (Grossman,   1973.  p.  31) 

Wliile  there  is  much  disagreement  today  over  the  value  of  this 
definition  of  adaptive  behavior,   it  remains  a  widely  accepted  cri- 
terion for  identification  of  mental  retardation  (McMillian,  1982). 
The  primary  argument  against  the  definition  is  that  it  is  vague 
and  cannot  be  measured;   that  the  criterion  for  what  is  "adaptive" 
remains  unidentified  (Clausen,   1972;  Mercer,  1973). 
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Disability  -  1960-1982 

In  previous  years,   the  terms  "impairment"  and  "disability" 
were  used  interchangeably  as  rehabilitation  professionals  perceiv- 
ed little  need  to  make  a  distinction  between  them.  Hamilton 
(1950),   for  example,  defined  disability  as  "a  condition  of  impair- 
ment, physical  or  mental,  having  an  objective  aspect  that  can  usu- 
ally be  described  by  a  physician"  (p.  17).     This  view  reflects  the 
continued  dominance  of  the  pathology-orientation,   focusing  on 
deficiencies  and  inabilities  of  the  individual  without  fully 
recognizing  the  contribution  of  environmental  factors,   i.e.,  what 
the  individual  is  acutally  capable  of  doing. 

The  pathology-orientation  began  to  lose  preeminence  toward 
the  end  of  the  1950s.     This  appears  to  have  happened  for  two 
reasons.     First,  ADL  scales,  with  all  their  problems,   still  proved 
more  useful  in  describing  the  abilities  of  clients  in  relation  to 
real  life  demands  and  in  the  subsequent  prescription  of  treatment 
programs.    Medical  information  placed  emphasis  on  disease  and 
impairment  and  was  insufficient  for  these  purposes.     For  example, 
a  diagnosis  of  mental  retardation  tells  the  rehabilitation 
professional  little  about  what  the  client  can  or  cannot  do  with 
regard  to  daily  living  (functioning).     Such  information  may  be 
useful  in  describing  the  rate  at  which  the  client  can  learn,  but 
certainly  not  what  has  been  learned  in  light  of  what  needs  to  be 
learned. 
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A  second  reason  was  the  distinction  between  impairment  and 
disability  made  by  the  AMA  in  1958.     As  noted  earlier,   the  AMA 
differentiated  the  two  terms  in  an  effort  to  disentangle  medical 
and  nonmedical  issues  relating  to  workmen's  compensation.     In  the 
past,   physicians  were  required  to  evaluate  both  the  extent  of  body 
damage  resulting  from  work  injury  and  the  extent  to  which  the  in- 
jury limited  work  capacity.     This  situation  was  resolved  when 
the  AMA  removed  from  physicians  the  responsibility  of  delineating 
limitations  in  the  work  capacity.     The  AMA  committee  (1958) 
defined  impairment  as  a  medical  condition  requiring  the 
physician's  attention  and  also  set  standards  measuring  the 
condition.     Disability,  on  the  other  hand,  was  defined  as  an 
administrative  issue  relating  to  the  interac tiorl  between  the 
impairment  and  a  host  of  nonmedical  factors  -  such  as  age,  sex, 
education  level,  economic  and  social  environment.  Understanding 
how  these  variables  interact  to  limit  one's  abilities  was  outside 
the  domain  of  the  physician.     Hence,   the  physician  was  formally 
relieved  of  having  total  responsibility  for  determining 
compensation. 

Thus,   the  responsibility  for  evaluating  disability  was  passed 
from  the  physician  to  the  nonmedical  rehabilitation  professional. 
It  is  interesting  to  note  that  the  AMA  committee  developing  the 
new  definitions  clearly  recognized  what  they  had  done.  They 
stated 
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nonmedical  factors  have  proved  extremely  difficult  to 
measure.     For  this  reason,  permanent  impairment  is,  in 
fact,   the  sole  or  real  criterion  of  permanent  disability 
far  more  often  than  is  readily  acknowledged  (p.  475). 

In  essence,   the  committee  relieved  physicians  of  their 

responsibility  for  making  compensation  decisions  and  then  in  the 

next  sentence  gave  it  right  back  to  them. 

There  were  many  problems  associated  with  evaluating  disabili- 
ty.    Originally,  conceived  as  an  interrelated  component  of  impair- 
ment, disability  was  now  seen  as  a  phenomenon  relating  to  every 
domain  of  an  individual's  functioning  within  the  environment.  The 
comprehensiveness  of  this  notion  ma'de  it  virtually  impossible  to 
identify  specific  criteria  for  its  measurement. 

Burk  (1967),   in  his  review  of  the  many  attempts  to  define 
disability,   identified  three  apparent  points  of  agreement  with 
regard  to  its  nature.     He  concluded  that,   first,   there  is  a  bio- 
logic component  to  disability.     Most  often  this  is  referred  to  as 
the  impairment,  pathology,  or  anatomic/physiologic  alteration. 
Second,   there  is  a  psychological  aspect  to  disability.  Whether 
caused  by  the  impairment  or  existing  previously  to  it,  Burk  sug- 
gests that  this  aspect  is  often  predominant.     Finally,  a  third 
aspect  considers  the  influences  of  the  environment  on  the  indi- 
vidual.    Burk  comments  that  this  "sociologic"  aspect  of  disability 
is  completely  independent  of  personal  (meaning  physical)  and 
psychological  functioning. 
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The  search  for  a  useful  definition  of  disability  has  slowly 
subsided  as  the  legal  and  organizational  structure  governing  reha- 
bilitation and  education  has   focused  efforts   for  professionals. 
Burk  (1967)  and  Sokolow  et  al.,   (1961)  note  that  in  an  unusual 
turnaround  rehabilitation-related  legislation  began  to  tell  the 
service  delivery  system  how  disability  would  be  defined. 

Thus,   federal-level  involvement  in  rehabilitation  became  a 
primary  factor  behind  the  development  of  functional  assessment. 
Many  policies  and  mandates  affecting  the  lives  of  people  with 
disabilities  were  promulgated  during  the  period.     The  Office  of 
Technology  Assessment  (U.S.  Congress,   1982)  reports  that  by  1982 
there  were  over  100  federal  programs  serving  the  disabled 
population.     The  majority  of  these  programs  covered  income 
maintenance,  health  and  medical  care,   social  services,  educational 
services,  and  vocational  rehabilitation  or  independent  living. 

The  Congress  and  federal  agencies  emphasized  accountability 
along  with  the  allocation  of  public  funds.     Thus,  federally-funded 
programs  were  required  to  collect  data  on  the  people  eligible  for 
services,   the  types  of  services  they  required,   and  the  effective- 
ness of  those  services. 

Interest  in  functional  assessment  became  formalized  in  the 
early  1970s  as  new  federal  legislation  governing  rehabilitation 
held  requirements  for  documentation  of  functional  limitations  as 
well  as  impairment.     The  most  direct  of  these  requirements  was  set 
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in  the  developmental  disability  section  of  Public  Law  95-602  (The 
Rehabilitation,  Comprehensive  Services,  and  Developmental  Disa- 
bilities Amendments  of  1978).     The  law  states  the  following: 

The  term  "developmental  disability"  means  a  se- 
vere, chronic  disability  of  a  person  which  (a)  is 
attributable  to  a  mental  or  physical  impairment  or 
a  combination  of  physical  and  mental  impairments; 
(b)  is  manifested  before  the  person  attains  age 
twenty-two;   (c)   is  likely  to  continue  indefinite- 
ly;  (d)  results  in  substantial  FUNCTIONAL  LIMITA- 
TIONS (emphasis  added)   in  three  or  more  of  the 
following  areas  of  major  life  activity:     (1)  self- 
care,   (2)  receptive  and  expressive  language,  (3) 
learning,   (4)  mobility,   (5)  self-direction,  (6) 
capacity  for  independent  living,   and  (7)  economic 
self-sufficiency;  and  (e)  reflects  the  person's 
need  for  a  combination  and  sequence  of  special, 
interdisciplinary  or  generic  care,   treatment,  or 
other  services  which  are  of  lifelong  or  extended 
duration  and  are  individually  planned  or 
coordinated.   (Sec.  102  (2)) 

Federal  mandates  also  forced  service  providers  to  focus  more 

clearly  on  service  delivery  plans  and  the  measurement  of 

effectiveness.     In  special  education,   this  requirement  took  the 

form  of  written  individualized  educational  programs  (lEPs).  In 

rehabilitation,   this  requirement  was  the  individualized  written 

rehabilitation  program  (IWRP).     The  requirements  for  these  plans 

also  included  data  collection  beyond  that  used  for  impairment 

categorization.     Instead,   there  was  a  requirement  for  sampling 

functional  capacities  so  that  more  adequate  plans  could  be 

developed. 

It  is  important  to  note  the  wide  range  of  settings  in  which 
functional  assessment  devices  have  spawned  during  this  period. 
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Variability  in  the  purposes  and  goals  of  these  settings  has 
contributed  to  the  variability  in  the  ways  functional  assessment 
measures  have  been  developed.     Following  the  1950s,   a  substantial 
amount  of  functional  assessment  activity  occurred  in  association 
with  long-term  chronic  care  facilities.     The  primary  populations 
being  served  in  these  facilities  are  the  chronically  ill  and  aged. 
Acute  care  institutions  and  comprehensive  rehabilitation  centers 
today  serve  a  younger  physically  and  mentally  disabled  population. 
Vocational  training  centers,   sheltered  workshops  and  schools  serve 
a  wide  range  of  disabled  and  handicapped  populations.  Finally, 
the  research  data  and  analysis  system  in  the  United  States  is 
loosely  composed  of  a  wide  variety  of  interest  areas.     Some  of 
these  include  health  survey  and  statistics  research,  comprehensive 
data  collection  research,  and  basic  disease-,   injury-,  disability- 
oriented  research. 

Functional  assessment  devices  were  primarily  developed  out  of 
the  specific  institutional  and  professional  needs  in  response  to 
the  federal  requirements  for  data  collection.     Because  of  this 
individual  nature,   there  is  great  variability  within  and  across 
the  assessment  strategies.     One  dimension  contributing  to  this 
variation  is  in  some  respects  analogous  to  Nagi's  (1976)  levels  of 
human  function.     He  suggested  that  one  could  focus  measurement  on 
molecules,  cells,   tissues,  organs,  body  regions,  body  systems,  or 
the  organism  as  a  whole.     Thus,  some  functional  assessment  devices 
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focus  on  the  capacities/limitations  of  body  organs,   regions,  or 
systems  as  in  the  measurement  of  range  in  motion,  arm  rotation, 
pincer  grasp,   flexion  and  extension  of  fingers,   or  lung  capacity. 
The  same  instrument,   or  others,  may  focus  on  composite  body  move- 
ments such  as  walking,   throwing,   lifting,   reasoning,   and  climbing. 
Still  others  measure  performance/ skil Is  on  set  tasks  or  activities 
like  cooking,  dressing,  eating,   and  tranferring  from  wheelchair  to 
bed.     Finally,  additional  instruments  are  concerned  with  global 
functioning  within  given  environments.     This  is  measured  by  distance 
travelled  in  a  wheelchair,   frequency  of  daily/weekly  social  contacts, 
days  absent  from  work,  and  the  conduct  of  typical  demands  of  daily 
life,   like  shopping. 

There  are  a  number  of  other  dimensions  on  which  functional 
assessment  devices  vary.     One  of  these  is  the  locus  of  measure- 
ment.    Klein  and  Bell  (1982)  and  Jette  (1980)  consider  variability 
on  this  dimension  to  be  a  major  shortcoming  of  many  previously 
developed  ADL  scales.     Locus  of  measurement  concerns  the  specifi- 
city of  the  items.     Some  scales  are  rather  global  and  concerned 
with  single  ratings  of  activity  patterns  such  as  "eating"  or 
"control  of  bowel  and  bladder  functions."    Health  surveys  also 
fall   in  this  category  with  general  items  such  as  "daily 
restrictions  due  to  illness."    Other  scales  present  items  in  great 
detail  as  in  the  breakdown  of  dressing  skills  into  component  parts 
(e.g.,  buttoning,  pullover  dress/shirt,  zippering  etc.). 
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Another  dimension  concerns  the  amount  of  assistance  required 
to  perform  tasks  (Klein  and  Bell,   1982).     Some  instrument  developers 
scale  their  items  according  to  the  amount  of  assistance  required 
for  set  standards  for  performance.     Others  make  assumptions  about 
the  use  of  wheelchairs  or  other  assistive  devices. 

Another  dimension  concerns  scalability.     Keith  (1981)  noted 
in  his  review  of  functional  assessment  instruments  in  medical 
rehabilitation  that  it  is  rather  simple  and  popular  to  use 
consecutively  numbered  intervals  which  include  descriptors  of  the 
amount  of  function.     However,   this  approach  does  not  guarantee 
that  specific  items  are  unidimensional  and  cumulative.     Klein  and 
Bell  (1982)  also  comment  on  this  issue.     They  suggest  that  in- 
strument reliability  is  affected  by  the  use  of  arbitrary  scale 
values  such  as  "almost,"  "of ten, ""sometimes , "  "frequently,"  "prac- 
tically never,"  etc.     Bruett  and  Overs  (1968)  noted  in  their  re- 
view that  ADL  scales  varied  widely  on  numbering  systems  required 
in  scoring  items.     Of  the  12  scales  they  reviewed,   only  one  used 
an  interval  scale,  8  used  ordinal  scales,  and  three  used  nominal 
scales. 

A  significant  trend  in  functional  assessment  is  apparent  dur- 
ing the  1960s  and  1970s.     While  there  was  much  confusion  over  the 
development  of  specific  assessment  devices,   there  were  some  ob- 
vious conceptual  changes  underlying  general  rehabilitation 
assessment  practices.       These  changes  stemmed  more  from  additional 
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adjustments  to  our  rehabilitation  philosophy  and  concepts,  rather 
than  from  changes  in  the  philosophy  and  concepts  themselves. 
During  the  previous  period,  we  increasingly  moved  toward  a 
holistic  view  of  the  individual,   the  provision  of  comprehensive 
services,  and  a  multidisciplinary  team  approach.     However,  the 
goals  of  rehabilitation  were  still  concerned  with  teaching  the 
impaired  person  to  use  and  adapt  residual  capacities  to  reach 
maximum  vocational  and  living  potential.     Our  assessment  practices 
attempted  to  adjust  to  these  concepts  as  new  information  needs 
became  apparent.     However,   the  primary  assessment  practices  across 
most  impairment  categories  remained  focused  upon  the  narrow 
pathology-oriented  view  of  the  individual. 

Rehabilitation  professionals  began  to  focus  more  clearly  on 
goals  associated  with  environmental  functioning  and  adaptation  in 
the  1960s  and  1970s.     In  the  context  of  all  that  is  rehabilita- 
tion,  this  change  in  focus  appears  to  represent  a  fine  tuning  of 
previous  goals,  not  necessarily  a  change  in  philosophy.     The  locus 
of  assessment  was  shifted  from  concentration  on  the  individual 
with  a  physical  or  mental  impairment  to  the  interaction  between 
that  individual  and  his  or  her  surrounding  environment. 

Information  obtained  from  traditional  assessment  approaches 
provided  little  relevant  information  relating  to  outcomes  of 
environmental  functioning  and  adaptation.     No  longer  did  assess- 
ments which  yield  diagnostic  labels  (Anthony,   1979;  Anthony, 
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Cohen,  and  Cohen,  1983;  Crewe  and  Athelston,   1981)  and  aptitude 
scores  (Halpern,  et  al.,  1982)  help  rehabilitation  professionals 
determine  the  services  a  client  requires  in  order  to  adapt  to 
coraraunity  life.     These  approaches  assumed  characteristics  of  the 
individual  which  remain  relatively  unchanged  over  time.     In  short, 
they  were  pathology-oriented  and  static. 

The  new  focus  on  environmental  interaction  prompted  our 
current  assessment  interest  in  client  skills  and  abilities  in 
areas  such  as  communication,   locomotion,  vocational  skills,  and 
physical  health.     These  issues  are  behavioral  in  nature  and 
require  approaches  to  assessment  which  are  different  from  the 
traditional  methods. 

Behavioral  assessment  is  directed  toward  the  measurement  of 
individual  responses  to  particular  life  situations.     From  this 
view,  one  concentrates  on  what  individuals  do  given  real  or  simu- 
lated situations,  rather  than  predict  what  individuals  cannot  do 
based  upon  projections  of  underlying  characteristics.     Thus,  indi- 
vidual behavior  represents  a  specific  response  to  a  specific 
environmental  situation. 

Individuals  maintain  a  "response  capability"  which  is  based 
upon  prior  learning.     Analogous  to  the  notion  of  acquired  skills, 
e.g.,  steering  a  car  or  maintaining  balance  on  roller  skates, 
response  capabilities  are  the  individual  units  of  a  person's 
behavioral  repertoire  (Goldfried  and  Kent,   1969).     As  such  they 
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also  represent  the  potential  of  the  individual.     The  purpose  of 
behavioral  assessment  is  to  understand  that  potential  via 
observation  of  behavior  samples  and  thereby  predict  future 
behavior . 

Most  scales  being  developed  today  are  "skill-related"  and 
thus  behavioral  in  nature.     Their  content  is  focused  on  what 
Sigelman  et  al.   (1979)  calls  "life  funct  ions.       That  is,  things 
people  do.     Some  examples  are  communication,  mobility,  personal 
care,  or  other  specific  skills. 

The  behavioral  view  is  readily  apparent  in  the  areas  of 
physical  medicine  and  rehabilitation  as  noted  above.     The  many  ADL 
scales  are  in  essence  "skill-related."    However,  this  view  is  also 
apparent  in  other  areas  of  disability.     Halpern,  et  al.  (1982) 
provide  a  strong  argument  for  what  they  term  "program-related 
assessment"  in  working  with  mentally  retarded  individuals.  The 
general  notion  behind  this  approach  is  that  successful  rehabil- 
itation programs  are  those  that  are  directly  related  to  the  asses- 
sment of  desired  skills.     Techniques  of  assessment  include  "direct 
assessment  of  criterion  behaviors  in  real  or  simulated  settings, 
measurement  of  knowledge  about  those  criterion  behaviors,  and 
evaluation  of  how  persons  with  mental  retardation  learn  new 
competencies"  (Halpern,  et.  al.  1980). 

Anthony,  et  al.,   (1980)   take  a  similar  view  to  Halpern  and 
his  colleagues.     In  the  introductory  chapter  to  his  book  on 
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diagnostic  planning  in  psychiatric  rehabilitation,  he  also 
suggests  a  more  behavioral  approach  to  assessment.     He  recommends 
that  assessment  focus  on  three  things,   including:         (1)  the 
client's  strengthsand  skill  deficits,   (2)  how  these  strengths  and 
skill  deficits  affect  the  client's  ability  to  function  in  specific 
environments,  and  (3)  determination  of  the  level  of  client  skills 
in  relation  towhat  the  client  needs  in  order  to  function  in 
specific  environments.     The  rationale  for  this  approach  is 
consistent  with  that  given  in  the  areas  of  physical  impairment  and 
mental  retardation.     At  present,  psychiatric  diagnostic  categories 
do  not  provide  much  input  relevant  to  rehabilitation  outcomes 
(Anthony,   1979;  Anthony,  Cohen,  and  Cohen,   1983).  Instead, 
specific  skill  behaviors  relate  more  directly  to  rehabilitation 
outcomes  (Anthony,  et  al.,  1980). 
Summary 

In  summary,  this  historical  overview  highlights  a  number  of 
points  that  are  helpful  in  understanding  our  current  interest  in 
functional  assessment. 

1.  As  our  concepts  about  rehabilitation  have  changed,  so  too 
have  our  concepts  about  assessment.  Originally,  rehabil- 
itation was  primarily  concerned  with  a  pathology  oriented 
view  of  the  person  with  a  disability.  Today,  this  view 
is  considered  too  narrow.  We  are  primarily  interested  in 
the  "fit"  between  an  individual  with  a  physical  or  mental 
impairment  and  his  or  her  environment.     Our  assessment 
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needs  and  methods,  while  retaining  the  original  view, 
have  been  modified  to  include  this  latter  philosophical 
view. 

The  term  functional  assessment  has  been  in  use  constantly 
since  the  beginning  of  formal  rehabilitation  efforts  in 
the  United  States.     However,  the  "implied"  definitions  of 
functional  assessment,  as  well  as  its  related  terms, 
functional  capacity  and  functional  limitations,  have  not 
always  been  the  same.     With  each  new  meaning  the  term  has 
continued  to  retain  a  central  place  in  rehabilitation 
practice.     It  is  apparent  that  the  term  has  been  used 
when  referring  to: 

a.  The  measurement  of  residual  anatomic/physiologic/sys- 
tematic functioning  following  injury.  Examples 
include  the  use  of  physical  units  such  as  degrees  and 
pounds  to  measure  range  in  motion,  muscle  strength, 
lung  capacity,  etc.     This  view  was  predominant  during 
the  early  rehabilitation  efforts  when  worker's 
compensation  was  the  primary  issue.     However,  the 
view  is  still  in  use  as  it  relates  most  directly  to 
the  work  of  physical  and  occupational  therapists, 
rehabilitation  engineers,     as  well  as  to  that  of 
other  rehabilitation  related  disciplines; 

b.  The  measurement  of  composite  body  movements  (e.g., 
walking,   throwing,   lifting,  etc.)  or  the  relative 
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performance  on  set  tasks  (e.g.,  ADL).     This  view  came 
into    use  predominantly  during  the  1940s  and  1950s 
and  has  been  modified  somewhat  to  include  a  broader 
range  of  "things  people  do,"  such  as  communication, 
mobility,   specific  skills,  as  well  as  personal  care, 
c.     Finally,   the  more  general  view  is  that  functional 
assessment  refers  to  an  individual's  dynamic 
characteristics  including  activities,   skills,  perfor- 
mances,  environmental  conditions  and  needs.  This 
includes  measures  of  the  above  as  well  as  measures 
such  as  the  distance  travelled  in  a  wheelchair, 
number  of  daily/weekly  social  contacts,  days  absent 
from  work,   or  typical  demands  of  daily  life,  like 
shopping. 

Since  the  early  1940s,  rehabilitation  has  become  a  truly 
multidisciplinary  endeavor.     Clearly,   the  diverse  assess- 
ment needs  of  the  many  professional  groups  and  rehabili- 
tation settings  has  resulted  in  communication  problems 
when  referring  to  functional  assessment.  Truly, 
functional  assessment  has  meant  different  things  to 
different  professionals.     Unfortunately,   these  different 
points  of  view  are  spread  among  all  of  our  professional 
groups.     Today,  professionals  within  the  same  discipline 
may  not  even  agree  on  which  definition  is  being  used  in 
conversation — and  more  importantly  in  case  reports. 
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4.     Functional  assessment  today  represents  an  important  shift 
of  assessment  activity  away  from  the  so-called 
"traditional"  approach  to  the  behavioral  approach.  The 
traditional  practice  of  measuring  traits,   aptitudes,  and 
general  abilities  has  been  extensively  replaced  by  the 
practice  of  direct  measurement  of  skills  and  abilities 
that  are  required  to  assist  the  client  in  adapting  to  his 
or  her  surrounding  environment. 

Current  Problems  in  Functional  Assessment 
Conceptual  Issues 

A  number  of  reasons  have  been  given  in  this  paper  for  the 
recent  heightened  interest  in  functional  assessment  instrumenta- 
tion.    Among  those  given,  were  the  specific  institutional  and  pro- 
fessional needs  brought  on  by  rapid  expansion  of  the  field,  philo- 
sophical changes  in  our  notions  about  the  rehabilitation  process, 
and  various  federal  mandates  calling  for  more  accountability  and 
evaluation  of  outcomes  in  rehabilitation  practices. 

All  of  these  factors  have  led  to  the  resolution  of  some  reha- 
bilitation assessment  needs,  especially  those  of  specific  institu- 
tions and  professional  groups.     At  least  on  a  local  level,  many 
assessment  methods  and  procedures  have  resulted  from  addressing 
issues  such  as  the  level  of  detail  included  in  instrument  items, 
scoring  and  grading  procedures,  frames  of  reference,  measurement 
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approaches  (e.g.,  attitudes,  self-reports,  and  direct  observation 
of  behavior),  and  the  content  areas  that  are  addressed.     In  gen- 
eral,  these  kinds  of  procedural  and  format  modifications  and  re- 
finements are  necessary  and  expected  if  the  field  is  to  make  pro- 
gress.    To  the  degree  that  these  changes  are  appropriate,  one 
would  expect  that  the  number  of  instruments  being  refined  or  de- 
veloped over  time  would  diminish  to  a  low,  but  perhaps,  steady 
rate.     However,   this  has  not  been  the  case  with  functional  assess- 
ment in  rehabilitation.     The  rate  of  development  continues  to  in- 
crease, as  perusal  of  any  rehabilitation-related  journal  will 
indicate.     Rarely  is  a  journal  edition  published  without  at  least 
one  article  concerning  assessment  issues. 

Instead,   the  proliferation  of  assessment  formats  and  pro- 
cedures has  created  serious  problems  for  the  field.     These  prob- 
lems (1)  include  poor  ability  to  communicate  among  the  many  diver- 
gent professional  disciplines  involved  in  the  rehabilitation  pro- 
cess; (2)  disagreement  over  rehabilitation  goals  and  outcomes;  (3) 
lack  of  comparability  among  substantive  research  efforts,  and  (4) 
frustration  among  epidemiologists  and  policymakers,  who  are  per- 
plexed by  the  inability  of  rehabilitation  professionals  to  explain 
rehabilitation  problems  in  ways  that  allow  for  consistent  aggrega- 
tion of  descriptive  data. 

A  number  of  researchers  have  periodically  studied  one  or  more 
of  these  problems  over  the  past  30  years  (Whitten,   1975;  Backer, 
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1979;  Indices,  Inc.,  1979;  UCIR,  1981;  Brown,  et  al.,  1982). 
While  the  specific  conclusions  vary  according  to  the  types  of 
questions  raised  in  their  studies,  all  are  based  upon  the  same 
premise.     This  premise  i^s  concisely  stated  by  Sigelman,  et  al. 
(1979): 

As  problems  of  the  handicapped  became  increasingly 
visible  in  society,   it  becomes  increasingly,  often 
painfully,  apparent  that  the  rehabilitation  commu- 
nity has  only  a  loose  grasp  on  the  nature  of  the 
problems  that  handicapped  citizens  face  -  indeed, 
on  the  nature  of  handicap  itself.     (p.  103) 

In  essence,  rehabilitation  professionals  do  not  have  a  com- 
plete understanding  of  the  causes,  consequences  of,   or  factors 
affecting  disability.     Let  us  explore  this  further. 

Burk  (1967)  notes  that  the  terms  "rehabilitation"  and  "disa- 
bility" lack  conceptual  consistency  across  all  of  the  potential 
conditions  and  situations  to  which  they  are  applied.     As  noted 
earlier,  there  has  been  a  tendency  to  develop  definitions  that  are 
in  keeping  with  the  specific  purposes  and  interests  of  the  group 
doing  the  defining.     This  results  in  communication  becoming  diffi- 
cult, and  even  counterproductive,   as  these  definitions  are  applied 
in  different  programs  and  by  different  professional  groups.  He 
concludes,   that  without  universal  acceptance  of  precise 
terminology,  research  assessing  the  effectiveness  of 
rehabilitation  programs  or  establishing  the  validity  of  services 
and  techniques  will  have  little  meaning. 
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Speaking  to  this  same  point,  but  more  directly  to  assessment 
issues,  Keith  (1981)  suggests  that  measurement  problems  in  medical 
rehabilitation  have  persisted  as  a  result  of  an  inability  to 
formulate  adequate  assumptions  about  restorative  treatment.  As 
noted  earlier,  how  one  views  the  condition  of  an  individual  with  a 
disability  will  influence  the  measurement  strategy.     The  same  can 
be  said  about  the  way  each  professional  views  potential 
treatments,  and  how  these  might  affect  the  individual  (or  more 
specifically  the  original  condition):     Thus,   the  underlying 
assumptions  about  conditions  and  treatments  concern  the  very 
nature  of  disability  itself. 

These  conceptual  problems  are  nowhere  more  apparent  than  in 
attempts  to  gather  epidemiological  data  on  the  disabled  U.S. 
population.     The  Bureau  of  Social  Science  Research,  Inc.  (BSSR, 
1981)  reported  that  estimates  of  persons  who  are  "work  disabled" 
have  ranged  between  12  million  in  the  early  1970s  to  21  million  in 
1978.     In  addition,   the  overall  prevalence  of  disability  varies 
between  13  and  31  percent  depending  on  the  source  referenced. 
BSSR  attributes  these  wide-ranging  figures  to  three  kinds  of  prob- 
lems,  two  of  which  are  by  now  familiar. 

The  first  problem  concerns  the  variability  of  definitions  of 
disability  and  handicap  that  are  written  into  law.  BSSR  compared 
three  definitions,  one  from  the  Social  Security  Act,  one  from  the 
regulations  of  Section  504  of  the  Rehabilitation  Act  Amendments  of 
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1978,  and  one  from  the  Rehabilitation  Services  Administration. 
They  note  that  the  Social  Security  Act  considers  a  person  eligible 
only  if  he/she  has  not  participated  in  gainful  employment  for  one 
year  due  to  impairment.,.  The  Rehabilitation  Services  Administra- 
tion requires  that  a  reasonable  expectation  of  employment  be 
established  prior  to  program  participation.     The  Section  504  regu- 
lations, which  fall  under  the  U.S.  Department  of  Education  and  the 
U.S.  Department  of  Health  and  Human  Services,  define  handicap  as  a 
physical  or  mental  impairment  that  substantially  limits  "major 
life  activities."    The  effect  upon  incidence  rates  using  these 
various  definitions  is  obvious.     The  agencies  mentioned  here  are 
serving  essentially  different  populat  ions .     In  the  case  of  the 
liberal  Section  504  law,   the  Department  of  Health  and  Human 
Services  is  most  likely  reporting  figures  that  overlap  with  one  or 
both  of  the  other  two  agencies. 

The  second  problem  concerns  the  divergent  sources  of  data 
from  which  the  incidence  figures  were  drawn.     These  included 
eligibility  statistics  from  the  various  agencies  that  serve 
disabled  persons,   service  delivery  data,  and  sample  surveys.  With 
regard  to  eligibility  data,   it  is  interesting  to  remember  there 
are  over  100  different  federal  programs  serving  disabled  persons 
and  both  reports  from  the  BSSR  (1981)  and  the  U.S.  Congress  (1982) 
suggest  that  eligibility  requirements  are  less  comparable  than 
they  are  more  comparable.     Clearly,   the  aggregation  of  these  types 
of  data  raise  more  questions  than  they  could  possibly  answer. 
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The  third  problem  concerns  the  use  of  inconsistent  methodo- 
logy in  identifying  disabled  persons.     BSSR  reports  that  some  sur- 
veys rely  on  a  combination  of  diagnostic  categories  and  limita- 
tions in  life  activities,  while  others  may  rely  on  only  one  of 
these.     The  surveys  differ  in  the  content  areas  that  are  covered. 
Some  ask  only  global  questions  about  restrictions  in  daily  ac- 
tivity, others  consider  several  individual  questions  about  daily 
activities.     Further,  BSSR  notes  that  surveys  tend  to  differ  on 
the  coverage  of  those  reasons  or  conditions  that  lead  to  time  away 
from  work  or  normal  daily  activities. 

In  recent  years,   there  have  been  a  number  of  attempts  to  gain 
a  conceptual  understanding  of  disability.     Two  models  in  use  today 
are  those  elaborated  by  Nagi  (1965;   1969;   1976;   1979)  and  Wood 
(1975;   1978a;   1978b;   1980;   1981)  who  completed  his  work  in  service 
to  the  World  Health  Organization  (1980).     Both  systems  attempt  to 
describe  the  consequences  of  injury  and  disease  as  these  result  in 
chronic  illness,   impairment,   and  the  loss  of  societal  roles, 
rights  and  responsibilities. 

Wood  and  Badley  (1981)  provide  an  excellent  theoretical 
background  which  is  applicable  to  both  models  of  disability.  As 
acute  illnesses  become  controllable  due  toadvances  in  medical 
science  and  technology,  chronic  illnesses  become  more  important. 
Wood  and  Badley  cite  as  examples  the  conditions  of  diabetes  and 
pernicious  anemia,  which  can  be  controlled  even  though  their 
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underlying  causes  remain.  In  these  cases,  the  diseases  have  less 
relevance  to  traditional  health  caresystems,  since  they  no  longer 
reflect  the  basic  outcomes  of  cure  or  prevention. 

Health  care  systems  are  currently  equipped  to  diagnose,  des- 
cribe, and  classify  those  residual  conditions  of  chronic  illness 
that  are  potentially  amenable  to  prevention  or  cure.  However, 
Wood  (1980)  notes,  health  care  systems  are  currently  unequipped  to 
diagnose,  describe,  and  classify  conditions  that  are  not  amenable 
to  cure  or  prevention  in  the  context  of  medical  science  and 
technology.     Problems  such  as  the  residual  conditions  and  effects 
of  mental  retardation,  mental  illness,  heart  disease,  arthritis, 
etc.,  are  left  unattended.     In  essence,   the  medical  model  of 
illness  ends  with  disease  and  does  not  adequately  account  for  the 
consequences  of  disease. 

This  is  the  point  where  the  two  models  of  disability  begin. 
Nagi  (1976;  1979)  suggests  a  conceptual  model,  outlined  in  Figure 
2.     The  model  begins  with  the  disruption  of  normal  body  system 
processes.     This  is  labelled  active  pathology .     The  disruption 
elicits  an  immediate  response  by  the  organism  to  restore  the 
previous  or  normal  state.     In  some  cases  where  active  pathology 
cannot  be  cured  or  is  only  controlled,   impairment  results. 


Insert  Figure  2  about  here 
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Impairment  refers  to  a  "physiological,  anatomical,  or  mental 
loss  or  other  abnormality,  or  some  combination  of  these"  (1979;  p. 
26).     Nagi  suggests  that  the  occurence  of  impairment  and  active 
pathology  can  overlap  but  that  distinctions  between  them  are  more 
easily  understood  when  impairment  does  not  have  active  pathology 
associated  with  it.     By  his  definition,  however,  active  pathology 
is  always  accompanied  by  impairment.     Impairments  can  vary  on  the 
levels  of  capacity  and  functioning  they  can  affect,   such  as  body 
system,  organ  or  part.     Examples  of  impairment  include  range  in 
arm  motion,   loss  of  pincer  grasp,   and  vision  loss. 

Nagi  draws  a  distinction  between  the  levels  of  organization 
at  which  limitations  are  manifested  by  the  organism.     Lower  level 
functional     limitations  connote  impairment.     Higher  level 
limitations  in  function  refer  to  an  inability  of  the  organism  AS  A 
WHOLE  to  perform  activities.     Examples  of  the  latter  are 
walking, climbing,  lifting,  reaching,  reasoning,  and  seeing.  These 
are  also  formally  referred  to  as  functional  limitations,  but  at  a 
different  level.     Thus  Nagi  distinguishes  between  two  essential 
types  of  functional  limitations. 

Functional  limitations  can  result  in  an  inability  to  perform 
an  expected  social  role,   such  as  engaging  in  employment.  When 
this  occurs  as  a  result  of  impairment,   the  individual  is  said  to 
have  a  disability,   formally  defined  as  "a  form  of  inability  or 
limitation  in  performing  roles  and  tasks  expected  of  an  individual 
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within  a  social  environment"  (p.  27).     These  tasks  and  roles  are 
aggregated  into  sphere  of  life  activities,   including  self-care, 
education,   family  relations,  personal  relations,   recreation,  eco- 
nomic life,  and  employment  and  other  vocational  concerns.  Nagi 
points  out  that  not  every  impairment  results  in  disability,  and 
further,   that  similar  patterns  of  disability  can  result  from  dif- 
ferent functional  limitations  and  impairments.     He  further  sug- 
gests that  understanding  the  causes  of  disability  is  a  complex 
issue  requiring  the  employment  of  multiple  assessment  measures. 

Wood  (1980)  presents  a  model  of  disability  that,  upon  close 
review,  closely  resembles  the  one  developed  by  Nagi.  However, 
there  are  some  important  differences  between  the  two.     Using  the 
model  outlined  in  Figure  3,  Wood  describes  four  "planes  of 
experience . " 

The  first  plane  is  associated  with  disease  and  represents  the 
fact  that  a  chain  of  causal  circumstances  (disease )  results  in 
changes  in  the  structure  or  functioning  of  the  body  (the 
pathology).     Sometimes  these  changes  become  obvious,  as  with 
symptoms  and  signs.     The  second  plane  represents  the  point  where 
one  becomes  aware  of  these  changes.     Thus,   the  pathological  state 
is  said  to  be  "exteriorized"  or  made  known.     It  is  usually  the 
individual  who  makes  this  recognition.     The  term  impairment  is 
used  in  referring  to  "any  loss  or  abnormality  of  psychological, 
physiological,  or  anatomical  structure  or  function"  (p.  4).  These 
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occur  at  the  organ  level  and  can  be  described  in  terms  of 
temporary  or  permanent  abnormalities,  such  as  defects,   loss  of  a 
structural  body  part  (kidney,   lung,   arm,  etc.),   or  a 
malfunctioning  system  oj:  mechanism  of  the  body.      Wood  also 
considers  mental  functioning  in  this  latter  category. 

Insert  Figure  3  about  here 


The  third  plane  is  experienced  as  performance  or  behavior  is 
altered  due  to  an  impairment.     The  experience  becomes 
"objectified"  as  normal  activities  of  the  individual  are 
restricted.     Wood  refers  to  these  restrictions  as  disabilities . 
Defined,   they  refer  to  "any  restriction  or  lack  (resulting  from 
impairment)"  of  ability  to  perform  an  activity  in  the  manner  or 
within  the  range  considered  normal  for  the  human  being"  (p.  4). 
Where  impairments  are  concerned  with  functions  of  body  parts, 
disabilities  represent  integrated  body  functioning  such  as  that 
which  is  required  to  complete  tasks,   skills,  and  behaviors. 

A  fourth  plane  is  experienced  if  a  disability  places  the 
individual  at  a  disadvantage  relative  to  others.  Representing 
society's  response  to  the  individual,  Wood  refers  to  this  as  a 
handicap.     He  defines  handicap  as  "a  disadvantage  for  a  given 
individual,  resulting  from  an  impairment  or  a  disability  that 
limits  or  prevents  the  fulfillment  of  a  role  that  is  normal 
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(depending  on  age,   sex,  and  social  or  cultural  factors)  for  that 
individual"  (p.  4).     Presented  as  a  social  phenomenon,  handicap 
represents  those  disadvantages  that  result  from  being  unable  to 

X 

conform  to  social  and  cultural  norms.  ^ 

While  the  category  labels  differ,  Nagi  and  Wood  actually 
employ  similar  definitions.     Disease  and  active  pathology  are 
relatively  compatible,  as  are  the  two  definitions  of  impairment. 
On  close  inspection,   the  Wood  definition  of  disability  is  quite 
similar  to  Nagi's  functional  limitation  (see  Nagi's  progression 
Level  III).   It  is  interesting  to  note  that  Nagi  uses  the  term 
functional  limitation  at  both  progression  levels  II  and  III.  In 
each  case,   the  term  is  consistent  with  Wood's  corresponding 
definitions  of  impairment  and  disability.     The  reader  will  note 
both  progression  level  III  definitions  refer  to  the  consequences 
of  "organ"  level  impairment  manifested  at  the  level  of  the  person. 

At  the  fourth  (and  final)  progression  level.  Wood  defines 
handicap  and  Nagi  defines  disability.     Again,  category  labels  differ, 
but  the  definitions  are  quite  similar  in  their  intention.  Both 
researchers  consider  the  effects  of  the  environment  on  the  indi- 
vidual at  this  level.     However,   they  differ  on  the  point  of  view. 
Wood  refers  to  a  disadvantage  placed  on  the  individual  by  the  environ- 
ment.    This  disadvantage  can  change  depending  on  the  environment 
in  which  one  lives;  and  the  individual  has  relatively  little 
direct  control  over  these  functions.     Nagi,  on  the  other  hand. 
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places  emphasis  on  the  individual's  inability  to  perform  up  to 
expectations  in  the  environment  in  which  one  lives. 

Nagi  does  explain  handicap  in  discussions  that  accompany  his 
model.     He  comments  that  the  literature  generally  depicts  handicap 
the  same  way  he  chooses  to  describe  functional  limitations  - 
referring  to  limitations  in  walking,  vision,  hearing,  reasoning, 
and  so  forth.     Nagi  states,  "handicaps  or  limitations  in  function 
could  be  of  a  physical,  mental,  or  of  a  sensory  nature."  These 
are  reflected  at  the  person  level  of  functioning.     He  essentially 
dismisses  the  issue  of  disadvantage. 

The  definition  of  "handicap"  forwarded  by  Wood,  on  the  other 
hand,   is  consistent  with  research  on  the  effects  of  the 
environment  on  persons  having  disabilities.     The  issue  of 
employment  serves  as  a  good  example.     One  may  reduce  the  effects 
of  particular  skill  disabilities  through  vocational  training.  The 
client  may  become  quite  proficient  in  a  particular  vocational  area 
-  perhaps  far  beyond  "normal"  proficiency  for  workers  in  this 
area.     However,  due  to  factors  outside  the  person's  control,  such 
as  employer  attitudes  and  high  unemployment  in  the  economy,  the 
person  fails  to  obtain  gainful  employment.     Noble  (1979),   in  his 
review  of  employment  policies  and  programs  in  the  U.S.  and 
northwestern  European  countries,  noted  that  only  one  of  14  factors 
related  to  employment  outcomes  in  rehabilitation  are  directly 
related  to  rehabilitation  services.     He  highlights  the  point  that 
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"getting  a  job"  is  related  to  many  factors  outside  the  direct 
control  of  persons  having  a  disability  or  the  rehabilitation 
professional . 

Nagi's  notion  of  disability  clearly  does  not  fit  this  point 
of  view.     He  places  emphasis  on  the  individual's  inability  to  get 
a  job.     This  seems  a  bit  harsh,  given  the  fact  that  obtaining  a 
job  most  likely  does  not  relate  to  an  objective  view  of  the  indi- 
vidual's work  abilities  but  more  to  the  fact  that  the  overall  eco- 
nomic environment  precludes  employment.     It  appears  that  the  term 
"handicap"  is  the  appropriate  term  for  such  situations. 

It  should  be  mentioned  that  a  number  of  other  notable  efforts 
have  been  undertaken  in  the  area  of  functional  classif cation  sys- 
tems.    Some  of  these  include  the  Manual  on  Technology  and 
Classification  in  Mental  Retardation  (Grossman,   1973);   the  Index 
of  Well-Being  (Kaplan,  Bush,  and  Berry,   1976);  Taxonomy  of  Life 
Function  Needs  (Dudek,  et  al.,   1977);   the  Rehabilitation 
Indicators  (Diller,  Fordyce,  Jacobs  and  Brown,   1979);  the 
Functional  Assessment  Inventory  (Crewe  and  Athelstan,   1981);  the 
Long  Range  Evaluation  System  (Granger,   1980);   the  Functional 
Capacity  Areas  (Indices,   Inc.,   1979);  and  the  Health  Insurance 
Study  (Brook,  et  al.,   1979).     Most  of  these  studies  refer  to  the 
development  of  single  assessment  devices  which  are  then  used  to 
determine  functional  needs  in  a  population  of  physically  or 
mentally  impaired  persons.     Their  specific  purposes,  approaches. 
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and  foci  are  many.     The  primary  reason  they  were  not  selected  for 
review  here  is  that  the  classification  systems  often  cut  across 
two  or  more  of  the  four  conceptual  categories  identified  by  Nagi 
and  Wood.     To  include  them  all  here  would  require  more  space  than 
is  available  in  ironing  out  the  potential  confusion. 

Technical  Issues 

The  development  of  functional  assessment  instruments  with 
good  technical  quality  has  proven  to  be  a  most  complex  and  elusive 
undertaking.     Devices  developed  over  the  past  30  years  have,  with 
a  few  exceptions,  contributed  little  to  global  rehabilitation  y. 
efforts.     In  general,   it  is  fair  to  say  that  most  devices  have 
little  utility  outside  of  the  specific  institutional  settings  in 
which  they  were  developed. 

Moreover,   the  literature  on  functional  assessment  is  replete 
with  references  to  the  poor  measurement  properties  of  the 
current  devices  in  use.     Especially  appalling  is  the  lack  of 
measurement  data  on  many  tests.     Recently,   the  Regional 
Rehabilitation  Research  Institute  at  the  University  of  Michigan 
reviewed  40  client  assessment  measures  in  rehabilitation  (Harrison 
and  Garnett,   1981).     The  authors  reported  on  the  purpose  of  each 
test,  how  it  should  be  used,  all  test  development  data  concerning 
reliability  and  validity,  as  well  as  a  sample  of  the  kinds  of 
items  covered.     The  instruments  represented  five  categories 
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including  measures  of  employability ,   independent  living  skills, 
client  perceptions,  client  satisfaction,  and  miscellaneous.  A 
detailed  analysis  by  this  writer  of  the  reliability  and  validity 
data  presented  in  the  report  prompted  the  following  conclusions: 

1.  With  regard  to  the  reliability  issues,   23  percent  (9)  of 
the  40  instruments  reported  no  reliability  data  at  all; 
another  43  percent  (17)  reported  poor,   inappropriate  or 
incomplete  reliability  data;   only  35  percent  (14) 
reported  both  adequate  and  appropriate  reliability  data. 

2.  With  regard  to  validity  issues,  25  percent  (10)  reported 
no  validity  data;     50  percent  (20)  reported  poor, 
inappropriate,  or  incomplete  validity  data;     only  25 
percent  (10)  reported  legitimate  validity  data,   and  one 
of  these  was  still  questionable. 

Despite  all  this,   the  poor  technical  quality  of  many 
functional  assessment  devices  has  more  to  do  with  a  lack  of 
agreement  over  what  is  being  measured  than  it  does  with  blatant 
disregard  for  sound  measurement  technology.     This  problem  has  been 
referred  to  as  the  criterion  problem  by  Kelman  and  Willner  (1962), 
and  Keith  (1981)and  Messick  (1980).     There  can  be  little  hope  for 
appropriate  measurement  in  rehabilitation  without  agreement  and 
clear  understanding  between  test  users  and  test  developers 
concerning  the  characteristics  of  the  construct(s)  being  measured. 
Terms  such  as  independence,  employability,  quality  of  life,  and 
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activities  of  daily  living  are  broad  and  do  not  currently  enjoy 
common  understanding  either  across  or  within  the  diverse 
rehabilitation-related  disciplines. 

Another  part  of  the  problem  is  that  our  views  of  assessment 
are  instrument-oriented  and  not  process-oriented,   thereby  failing 
to  recognize  the  true  complexity  of  the  rehabilitation  process. 
Assessment,  as  noted  earlier,  refers  to  the  process  of  gathering 
data,  not  the  administration  of  a  single  instrument.     Keith  (1981) 
points  out  that  the  ambitious  goals  of  rehabilitation  interfere 
with  adequate  instrument  development.     "Comprehensive"  or  "total" 
rehabilitation  (Wright,  1980)  is  intended  to  influence  nearly 
every  sphere  of  an  individual's  life.     In  this  case, 
rehabilitation  refers  to  "the  restoration  of  the  handicapped  to 
the  fullest  physical,  mental,   social,  vocational,  and  economic 
usefulness  of  which  they  are  capable"  (Bitter,   1979).     Any  attempt 
to  capture,   through  single  measures,  an  individual's  status  in  a 
way  that  reflects  all  that  is  important  to  the  rehabilitation 
process  is  ostentatious,   to  say  the  least. 

The  study  cited  earlier  by  Cook.  (1978)  provides  a  good 
example  of  the  criterion  problem.     Cook  observed  a  weak 
relationship  between  the  types  of  rehabilitation  service 
recommendations  made  and  employment  outcomes.     It  should  be 
mentioned  that  this  study  concerned  the  results  of  an  assessment 
process  involving  multiple  assessment  devices  and  team  decisions. 
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The  author  assumes  that  employment  is  a  legitimate  outcome  of 

these  decisions,   i.e.,   that  the  criterion  is  employment  status. 

One  might  question  whether  there  is  clear  agreement  on  the 

assumptions  which  underly,   for  example,  vocational  skill 

evaluation  devices  or  employment  interest  inventories.     It  could 

be  argued  that  such  devices  are  only  relevant  in  determining  the 

type  of  training  program  in  which  a  client  will  make  the  greatest 

skill  gains  or  be  most  interested,  but  not  necessarily  become 

employed  as  a  result  of  participation.     Peterson  and  Burck  have 

pointed  out  the  importance  of  making  distinctions  between  program 

"outputs"  and  "outcomes." 

Outputs  refer  to  the  new  knowledges  and  skills  acquired 
by  clients  during  educational  or  therapeutic  treatment 
processes.     Outcomes  .     .   .  are  the  resultant  or 
consequent  effects  of  the  acquisition  of  new  competen- 
cies following  treatment  (p.  493). 

Measurement  specialists  argue  over  whether  or  not  the 
criterion  problem  is  a  true  validity  issue  (Messick,  1980). 
Kelmanand  Willner  (1962)  suggest  that  it  is  not  a  validity  issue,  but  a 
precondition  for  the  development  of  useful  measurement  devices. 
Without  it,  validity  coefficients  will  in  all  probability  be  low. 
If,   for  example,  one  defined  physical  restoration  in  the  following 
way,  "to  increase  client  abilities  to  perform  a  variety  of 

I 

dressing  skills,"  then  assessment  would  more  likely  include  a 
review  of  anatomical/physiological  limitations  (test  of  muscle 
strength,  range  in  motion,  pincer  grasp,  etc.).     However,   if  the 
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definition  of  physical  restoration  were  "to  increase  dressing 
behavior,"  then  most  likely  a  larger  set  of  measurement  devices  is 
required  (perhaps  measures  of  physical  limitations,  as  well  as 
psychological  functioning,  social  functioning,  etc.).     Why  an 
individual  does  or  net  dress  him  or  herself  is  potentially 
influenced  by  numerous  environmental  factors,  all  of  which  may  be 
out  of  the  control  of  the  attending  rehabilitation  professional. 
If  the  goal  is  intended  to  be  actual  change  in  behavior,   then  this 
would  require  a  totally  different  measurement  approach. 

Potential  Solutions 
Functional  assessment  has  been  a  topic  of  concern  in  rehabil- 
itation since  the  beginning  of  workers'   compensation  in  1908. 
However,  our  present  intense  interest  in  functional  assessment 
represents  a  professional  response  to  the  inadequacies  of 
traditional  assessment  approaches  as  these  are  applied  to  current 
rehabilitation  philosophy  and  concepts.     Functional  assessment 
speaks  more  directly  to  the  important  variables  affecting  the 
interaction  between  client  and  environment.     These  variables  are 
abilities,  skills,  and  performances  measured  under  environmental 
circumstances  that  are  relevant  for  the  individual  client.  This 
view  recognizes  the  changing  nature  of  the  environment,  social 
roles,  and  individual  circumstances  over  time.     It  is  thus 
possible  to  measure  changes  in  the  status  of  the  relationship 
between  the  client  and  his  or  her  environment. 
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Functional  assessment  as  described  above  is  a  new  type  of 
assessment.     Its  arrival  on  the  scene  begins  to  fill  a  long 
recognized  gap  in  our  rehabilitation  efforts.     However,  unless 
careful  attention  is  paid  to  how  it  is  used,   functional  assessment 
will  continue  to  fail  us  in  our  greater  rehabilitation  efforts. 
We  must  address  four  broad  concerns  in  the  process  of  adapating 
functional  assessment     to  substantive  rehabilitation  practice. 

Conceptual  consistency.     The  first  concern  is  the  problem  of 
conceptual  consistency  in  the  way  we  use  the  terms  impairment, 
disability,  and  handicap.     As  discussed  above,   there  have  been  a 
number  of  attempts  to  resolve  this  problem.     The  most  recent,  and 
logically  sound,  attempt  was  put  forward  first  by  Phillip  Wood 
(1978)  and  later  under  the  auspices  of  the  World  Health 
Organization  (1980).     According  to  Wood,   the  relevant  consequences 
of  disease  are  recognized  as  impairments,  disabilities,  and 
handicaps.     He  emphasizes  the  important  differences  between  these 
consequences  of  disease,  representing  as  they  do  three  distinctly 
different  experiences  of  the  individual.     The  three  definitions 
are  again  presented  in  Figure  4,  this  time  along  with  a  number  of 
other  variables  that  facilitate  better  understanding  of  the 

Insert  Figure  4  about  here 
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experienced  by  the  individual  first  as  a  recognition  of 
abnormality  in  body  structure  or  appearance  and  organ  or  system 
function  (exteriorization).     As  a  result,   performance  or  behavior 
may  be  altered  and  therefore,  "normal"  activities  become 
restricted  (objectif ication) .     The  individual  experiences  a 
handicap  as  he  or  she  may  be  placed  at  a  social  disadvantage  as  a 
direct  result  of  restricted  performance  (socialization). 

Each  concept  reflects  a  unique  type  of  loss  or  abnormality. 
As  noted  in  Figure  4,   impairments  refer  to  abnormalities  within 
the  individual.     These  are  losses  of  structure  or  function  of 
individual  body  parts  and  are  manifested  at  the  organ  or  mechanism 
level.     Wood  suggests  that  disabilities  refer  to  restrictions  in 
those  compound  and  integrated  activities,   tasks,   skills,  or 
behaviors,  which  are  in  turn  manifested  in  the  individual's  unique 
activities,  tasks,  skills,  or  behaviors.     Finally,  handicaps  refer 
to  disadvantages  with  regard  to  complex  survival  roles  which  are 
recognized  in  society,   and  which  are  manifested  in  the  attitudes 
and  responses  of  other  societal  members. 

Norman  Acton  (1979)  has  suggested  how  society  can  best 
respond  to  these  levels  of  impairment,  disability  and  handicap. 
Treatment  for  impairment  is  most  appropriately  approached  by  the 
prevention  of  future  impairments,   since  in  many  cases  impairment 
is  a  relatively  static  phenomenon.     Disability  is  a  rehabilitation 
issue  dealing  with  the  improvement  (or  enhancement)  of  functional 
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capacities.     Finally,  handicap,  as  the  final  consequence  of 
disease,   is  an  educational  issue.     The  "treatment"  for  handicap 
requires  educating  nonhandicapped  members  of  society  as  well  as 
persons  experiencing  impairments  or  disabilities. 

Functional  assessment  as  defined  by  the  current  movement 
refers  to  assessment  at  the  level  of  disability.     This  is 
consistent  with  the  holistic  philosophy  of  rehabilitation;  i.e., 
that  disability  is  composed  of  many  physical  and  mental  functions 
that  are  greater  than  the  sum  of  each  individual  function.  Hence, 
a  disability  is  experienced  by  the  whole  person. 

In  view  of  these  concepts,  one  can  easily  recognize  why  the 
terms  functional  assessment,   functional  limitations,  and 
functional  capacity  have  confounded  our  assessment  efforts  in  the 
past.     Depending  on  when  in  history  they  were  used,  each 
definition  could  legitimately  refer  to  the  assessment  of 
impairment,  disability,  or  handicap.     Prior  to  1940,  any  (or  all) 
of  these  terms  were  used  when  referring  to  the  measurement  of 
residual  structure  or  function  of  individual  body  parts 
(impairment). 

Since  the  1940s,  use  of  any  of  the  three  terms — functional 
assessment,   functional  limitations,  or  functional  capacity — could 
have  been  applied  to  measurements  of  impairments,  disabilities,  or 
handicaps.     The  greatest  likelihood  for  knowing  what  referred  to 
what  was  taking  into  account  the  professional  discipline  of  the 
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person  using  the  terra.     Health  care  professionals  and 
physical/occupational  therapists  were  most  likely  referring  to  the 
assessment  of  impairment.     Rehabilitation  counselors,  educators, 
and  psychologists  could  be  referring  to  the  assessment  of 
impairment  but  most  likely  to  the  assessment  of  disability  or 
handicap.     Whatever  the  case  in  the  past,   today,  functional 
assessment  most  appropriately  refers  to  an  assessment  within  the 
category  of  disability. 

Acceptance  of  the  WHO  (1980)  terminology  resolves  problems 
associated  with  the  inconsistent  use  of  the  term  functional 
limitations.     These  are  considered  an  aspect  of  impairment, 
relating  to  the  individual  functions  of  the  parts  of  the  body  or 
thought  processes.     In  addition,   it  makes  little  sense  in  labeling 
the  assessment  of  functional  limitations  as  anything  other  than 
just  that.     Use  of  the  term  functional  assessment  as  a  label  would 
be  inappropriate  given  our  current  definition  of  the  term.  Also, 
it  would  be  inappropriate  given  that  functional  assessment  refers 
to  a  type  of  assessment  rather  than  to  an  object  of  assessment.  A 
functional  limitation  is  an  object  of  assessment.     Here  the  word 
functional  cannot  be  separated  from  the  word  limitation,  otherwise 
the  term  loses  its  meaning.     Conversely,  applying  the  term 
functional  limitations  to  issues  of  disability  makes  little  sense 
for  historical,  practical,  and  now  definitional  reasons. 

Functional  capacity,  on  the  other  hand,  clearly  relates  to 
disability.     Webster's  New  Collegiate  Dictionary  (1979)  defines 
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the  word  capacity  as  ability.     Hence  functional  capacities  are 
most  appropriately  the  object  of  functional  assessments.  Given 
this  view,  a  functional  assessment  refers  to  the  assessment  of 
functional  capacities.     Unfortunately,   the  term  functional 
capacity  has  also  been  used  interchangeably  with  functional 
limitation;  the  former  referring  to  a  positive  view  of  the 
individual,   the  latter  a  negative  view.     Capacity  in  this  case 
directly  refers  to  potential.     Actually,   functional  limitations  is 
a  neutral  term,  referring  to  an  objective  characteristic  of  body 
function.     Given  this  view,   it  would  appear  an  easy  task  to  drop 
the  use  of  functional  capacity  as  a  positive  equivalent  to 
functional  limitations. 

Proper  context.     The  second  concern  is  the  need  to  place  func- 
tional assessment  in  proper  context  with  rehabilitation  assessment 
needs  and  practices.     There  are  several  primary  variables  that 
must  be  taken  into  account.     First,  one  must  recognize  the  multiple 
dimensions  of  the  consequences  of  disease,  as  discussed  above. 
These  dimensions  are  appropriately  labeled  impairment,  disability, 
and  handicap.     Selection  of  any  one  of  these  categories  would  have 
clear  implications  for  the  content  and  focus  of  assessment  activity. 
Second,   the  goal  or  purpose  must  be  specified.     The  major  distinc- 
tion here  is  between  norm-referenced  and  domain-referenced  assess- 
ment.    The  two  types  of  measures  are  used  for  entirely  different 
purposes.     Norm-referenced  measures  yield  information  about  an 
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individual's  status  or  standing  relative  to  other  persons.  Domain- 
referenced  measures,  on  the  other  hand,  are  concerned  with  an  indi- 
vidual's status  relative  to  a  domain  (content  area)  of  information 
or  skills.     Third,   it  is  important  to  recognize  the  locus  of  measure- 
ment, or  the  level  and  type  of  detail  required  by  the  test  user; 
and,  thus,  built  into  test  items.     This  variable  ranges  from  detailed 
and  concrete  items  (as  required  for  setting  specific  IWRP  goals) 
to  very  general  and  abstract  items  (as  required  for  census  surveys 
or  reports  to  state  and  federal  agencies).     Only  three  levels  of 
detail — highly  detailed,  moderate  detail,  abstract — are  specified. 

Taken  together,   the  three  variables  can  be  represented  in  a 
three  dimensional  matrix  (Figure  5).     Both  test  developers  and 
test  users  can  apply  the  matrix  to  determine  the  type  of  assessment 
device  they  are  aiming  to  develop  or  needing  to  use.     For  example, 
an  assessment  device  such  as  the  one  labeled  A  in  Figure  5  could 
represent  a  review  of  performance  on  personal  care  activities 
(such  as  dressing,  bathing,  and  eating).     This  instrument  would 
have  carefully  detailed  items — perhaps  in  task  analysis  form.  The 
information  gathered  using  the  device  would  be  most  useful  in 
setting  immediate  objectives  and  devising  strategies  for  improving 
performance  in  the  area  assessed. 
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An  assessment  device  such  as  the  one  labeled  B  in  Figure  5 
might  represent  an  intelligence  test.     The  test  would  measure  gen- 
eral intellectual  functioning.     It  would  be  norm-referenced  and 
items  would  most  likely  be  at  the  moderate  level  of  detail. 

Classification  system.     The  third  concern  is  to  adopt  a 
classification  system  for  each  of  the  categories  of  impairment, 
disability,  and  handicap.     Without  a  classification  system,  it 
will  be  difficult  to  develop  the  close  correspondence  between 
assessment  and  the  primary  data  needs  for  human  service  systems. 
In  addition,  we  will  continue  to  develop  assessment  devices  that 
are  composed  of  bits  and  pieces,  rather  than  having  comprehensive 
and  systematic  coverage  of  relevant  categories.     We  have  seen  this 
problem  most  extensively  in  the  development  of  ADL  scales,  where 
no  two  measures  cover  the  same  activities,  yet  many  of  these 
scales  enjoy  wide  regional  use.     Such  practice  only  serves  to 
confound  communication  efforts  arid  comparability  of  research 
findings . 

More  rigorous  test  development  practices.     Finally,  the 
fourth  concern  relates  to  the  laissez-faire  attitude  of  both  test 
developers  and  test  users  toward  adequate  test  development 
practices.     There  are  important  responsibilities  which  lie  with 
the  test  user  as  well  as  with  the  research  community  providing  new 
tests.     As  noted  earlier,  many  of  our  current  functional 
assessment  devices  lack  adequate  theoretical  and  technical 
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characteristics.     Many  of  these  devices  are  marketed  or 
distributed  without  careful  consideration  for  sound  measurement 
requirements.     All  too  often,   support  data  concerning  the 
reliability  and  validity  characteristics  of  a  particular  device 
are  not  readily  available  in  detail  or  summary  form. 

The  American  Psychological  Association  (1974)  has  produced  a 
set  of  guidelines  for  test  developers  as  well  as  test  users.  The 
guidelines  cover  the  measurement  requirements  of  educational  and 
psychological  tests,   the  types  of  information  and  data  that  should 
accompany  tests,   and  qualification  requirements  and  concerns  of 
test  users.     Closer  adherence  to  these  guideleines  would  yield 
immediate  profits  for  rehabilitation  practice. 

There  are  a  few  things  we  can  do  to  formally  assist  the  func- 
tional assessment  effort  in  this  regard.     Our  current  assessment 
monitoring  system  is  rather  informal  and  slow.     We  could 
facilitate  test  development  with  the  implementaton  of  a  formal 
test  review  mechanism.     Euros  Mental  Measurements  Yearbook  (1978) 
is  a  good  example  of  one  way  researchers  can  police  their  own 
work.     Euros  provides  a  framework  for  describing  tests  and 
summaries  of  current  research  applications.     This  type  of  format 
would  also  greatly  assist  test  users  in  selecting  appropriate 
rehabilitation  measures.     More  importantly  it  would  provide  a 
focus  for  presenting  the  relevant  test  characteristics  and  recent 
research. 
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Another  format  that  appears  appropriate  is  that  provided  by 
the  Journal  of  Educational  and  Psychological  Measurement.  This 
journal  is  a  quarterly  publication  devoted  to  issues  on  the 
development  and  application  of  measurement  devices.  The 
publication  is  a  useful  focus  for  researchers  and  other  test 
developers.     However,   it  is  most  likely  of  minimal  value  to  test 
users  and  other  direct  service  delivery  personnel  due  to  the 
technical  nature  of  many  articles  and  the  relatively  minor 
interest  direct  service  providers  would  have  in  all  assessment 
issues . 

Users  of  rehabilitation  tests  and  measures  need  to  monitor 
their  own  test-use  practices  as  well.     One  way  of  accomplishing 
this  is  to  begin  formal  reviews  of  assessment  devices  through  sub- 
committees of  relevant  associations — such  as  the  National  Rehabil- 
itation Association  (NRA),   the  American  Congress  of  Rehabilitation 
Medicine  (ACRM) ,     the  Council  of  State  Administrators  in 
Vocational  Rehabilitation  (CSAVR),  or  most  appropriately  the 
National  Association  of  Rehabilitation  Research  and  Training 
Centers  (NARRTC).     The  primary  purpose  of  such  reviews  is  to 
protect  direct  service  providers  by  insuring  that  useful  and 
adequate  test  information  is  available  on  potential  assessment 
devices.     The  review  would  not  necessarily  be  expected  to 
recommend  one  assessment  device  over  another,  but  simply  advise 
interested  persons  of  available  information,   current  research,  and 
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the  extent  to  which  particular  devices  meet  APA  guidelines  for 
test  development. 

In  conclusion,   the  complexity  of  the  problems  associated  with 
assessment  in  rehabilitation  is  a  reflection  of  the  complexity  of 
the  field  itself.     The  explosion  of  words  is  an  indication  of  how 
readily  our  field  has  grown  and  changed.     But  the  time  has  come  to 
pause  and  decide  upon  a  system  that  embodies  the  similar 
conceptual  clarity  as  that  of  the  medical  model  for  data  needs, 
assessment  and  classification.     An  important  prerequisite  is  an 
agreement  upon  consistent  terminology.     Ultimately,  we  must  agree 
upon  efforts  to  police  our  assessment  approach  for  both  conceptual 
and  technical  quality. 
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Figure  5.    Matrix  of  Assessment  Needs 
in  Rehabilitation 
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